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FUNCTIONAL UTERINE BLEEDING* 


WENDELL LONG, M. D. 
OKLAHOMA CITY, OKLA. 


A comprehensive discussion of the num- 
erous causes of uterine bleeding is beyond 
the scope of this presentation which will 
deal only with so-called functional uterine 
bleeding, placing particular emphasis upon 
the acquired menstrual irregularities. 

However, it must be clearly understood 
that careful examination, frequently in- 
cluding diagnostic curettage, must be com- 
pleted before an individual patient with ab- 
normal uterine bleeding is placed in this 
category. Particular caution should be ob- 
served in regard to malignancy, recent 
pregnancies and submucous fibroid tumors. 

In the presence of such a normal pelvic 
examination and abnormal uterine bleed- 
ing, one must consider the bleeding as a 
symptom of changes in the uterus, fre- 
quently hyperplastic endometrium, secon- 
dary to improper function of the ovary, 
ordinarily associated with faulty ovulation 
and relative insufficiency in the amount of 
progestin secretion. 

These disturbances in ovarian secretion 
may be the result of inadequate function 
limited to the ovary and properly termed 
intrinsic factors affecting ovarian function. 
However, it is well established that ovarian 
function is subject to physiologic influences 
extrinsic to the ovary. It is directly de- 
pendent on the anterior pituitary gland for 

*Read before the sixty-first annual meeting of 


the Louisiana State Medical Society, New Orleans, 
April 23, 1940. 


proper function and any abnormality in 
the physiologic activity of this gland im- 
mediately produces improper function in 
the otherwise normal ovary with conse- 
quent abnormal uterine bleeding. While 
the relationship has not been proved to be 
so direct, abnormal function of the other 
glands, particularly thyroid and adrenal, 
has a pronounced effect on the ovary with 
similar result. 

In addition, it is a clinically substantiated 
fact that ovarian dysfunction, with conse- 
quent abnormal uterine bleeding, is pro- 
duced by general diseases such as upper 
respiratory tract infections, anemia and 
diabetes, by emotional strain and disturb- 
ances, by abnormal fat metabolism and 
even by climatic changes. Such abnormal- 
ities in the function of the anterior pitui- 
tary and other endocrine glands as well as 
general disease, emotional disturbances, 
and abnormal fat metabolism may properly 
be termed extrinsic factors affecting ovar- 
ian function. In the average patient with 
functional uterine bleeding, the symptom 
is usually not dependent upon a single fac- 
tor but rather upon a combination of in- 
trinsic and extrinsic ovarian abnormalities. 

A concept which greatly assists in the 
understanding of multiple factors rather 
than a single factor in an individual pa- 
tient with functional uterine bleeding lies 
in the fact that there is a fundamental 
variation in the functional stability of ovar- 
ies. On the one extreme there are ovaries 
which are so functionally stable that men- 
struation remains normal and uneventful 
pregnancies occur despite serious general 
disease and terrific emotional strain. At 
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the other extreme there are ovaries so func- 
tionally unstable that the slightest disturb- 
ances in general health or emotional life 
will precipitate menstrual irregularities 
and sterility. Between these two extremes 
there are all variations in functional sta- 
bility of ovaries. A proper recognition of 
this circumstance in the clinical care of pa- 
tients with functional uterine bleeding im- 
mediately suggests the importance of ade- 
quate investigation and attention to gen- 
eral health and habits as well as the ju- 
dicious selection and application of the in- 
dicated glandular therapy. 

In initial or primary menstrual irregu- 
larities occurring in puberty near the men- 
arche and those near the menopause, the 
intrinsic ovarian instability with faulty 
ovulation and inadequate corpus luteal for- 
mation is ordinarily the most important 
factor. However, even in these circum- 
stances, frequently extrinsic influences 
have a material bearing upon the lack of 
proper ovarian activity and their correction 
is a necessary part of the care of these 
patients. In acquired functional uterine 
bleeding, except at the menopause, the ex- 
trinsic factors assume first importance and 
are usually the responsible primary cause 
of the remote uterine bleeding. Their cor- 
rection is an essential feature of proper 
care. 


BASIC PRINCIPLES OF HORMONE THERAPY 


In the last ten years, our knowledge of 
ovarian physiology has increased tremen- 
dously and with it has come a number of 
potent, reliable hormone preparations for 
sale to the medical profession and frequent- 
ly, I fear, to the public. This knowledge 
and these products have made the care of 
functional uterine bleeding far more defi- 
nite, yet their satisfactory use demands 
more exact and thorough investigation of 
each patient than in the days of more or 
less impotent harmless hormone prepara- 
tions. 

It is, of course, axiomatic that the use, 
in quantities, of any glandular extract re- 
duces the function of the gland for which 
it is used in substitution. It is also true 
that ovarian hormone deficiency may be 
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overcome by proper substitution therapy 
with correction of the uterine bleeding and 
a primary distant cause such as hypothy- 
roidism thereby unrecognized. The symp- 
toms, naturally, recur unless the primary 
cause is removed. It is equally important 
that the functional uterine bleeding will 
not be reduced unless the proper hormone 
is employed and it may be increased by 
improper choice and administration. De- 
spite these facts, it is an unfortunate ex- 
perience to see many patients who have 
had potent endocrine products employed 
hypodermically, some for very long periods 
of time, without general examination be- 
forehand and frequently without even pel- 
vic examination. The drug ordinarily em- 
ployed in these circumstances is one of the 
estrogenic products, probably because it is 
the most widely known ovarian extract, 
and, fortunately, it is usually so poorly 
chosen that it is not effective and the pa- 
tient seeks advice elsewhere. 


With extrinsic factors playing a role, 
frequently major in character, in practi- 
cally all functional uterine bleeding, a min- 
imum investigation is general physical ex- 
amination after careful history. For a 
number of years we have added, to our 
great satisfaction, basal metabolic rate, 
blood count, and urine examinations, with 
x-ray of the sella turcica and examination 
of the endometrium either by punch biopsy 
or diagnostic curettage in indicated situa- 
tions. With adequate general investigation 
of each patient, the use of the indicated 
potent hormone preparations now available 
can be of tremendous advantage, as a part 
of her treatment. 


GLANDULAR EXTRACTS 


A working classification of glandular ex- 
tracts used in functional uterine bleeding 
follows: 


A. General Glandular Extracts: (1) Des 
iccated thyroid extract is of principal im- 
portance and has been aptly termed the 
sheet anchor of glandular therapy. It 
should be given only after careful examina- 
tion, including basal metabolic rate, and 
each patient taking thyroid extract should 
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be conscientiously followed; (2) pituitary; 
(3) adrenal. 


B. Extracts for Ovarian Substitution: 
(1) Progestin (corpus luteal) is probably 
the most valuable in temporary ovarian 
failure to produce satisfactory secretory 
endometrium premenstrually. It is best 
employed by intramuscular injections in the 
last half of the menstrual cycle in dosages 
of one to two milligrams two to three times 
weekly with reduction of amount and fre- 
quency of dosage to an effective minimum 
given near the mid-menstrum; (2) estrin 
(follicle) which usually increases function- 
al uterine bleeding except in such huge 
dosages that the anterior pituitary is in- 
hibited and there is a consequent disuse 
atrophy of the ovary. 

C. Glandular Extracts for Stimulating 
Ovaries: (1) Pregnancy urine extracts or 
anterior pituitary-like hormones. In my 
hands their use has been particularly ir- 
rational and ineffective. They have fre- 


quently produced subsequent bleeding of 


greater degree. (2) Placental extracts as 
devised by Collip which are occasionally of 
some advantage where there is reduction 
ir all phases of ovarian sufficiency; (3) an- 
terior pituitary gonadotropic extracts are 
theoretically most effective in producing 
ovulation with resultant improved corpus 
luteal formation. These extracts are, as 
yet, not well standardized. Their use should 
be limited to the early part of the cycle. 
Sevringhaus reports considerable assistance 
in the treatment of metamenorrhagia. Our 
rather sketchy experience in this direction 
has been disappointing. (4) Pregnant 
mare’s serum is also supposed to aid in the 
treatment of functional uterine bleeding by 
use in the early part of the cycle with pro- 
duction of better ovulation and consequent 
improved corpus luteal formation. 

D. Male sex hormone, testosterone, has 
been effective in treatment of functional 
uterine bleeding with small dosages of 10 
to 25 milligrams intramuscularly twice 
weekly. However, there are reports of 
slight masculinizing symptoms even with 
these small dosages and many women have 
an aversion to its use. It appears, accord- 
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ing to Abarbanel, to aid in uterine bleed- 
ing by direct action on the musculature of 
the uterus with a blanching and constrict- 
ing effect. 

These preparations, properly employed, 
together with general medical measures, 
can be of great assistance. In discussion 
of uterine bleeding ergot in proper dosage, 
snake venom, and recently vitamin K must 
be mentioned. 


ACQUIRED FUNCTIONAL BLEEDING 


Up to this time I have spoken principally 
of the initial or primary functional uterine 
bleeding occurring near the menarche and 
that occurring near the menopause. There 
is another rather large and interesting 
group of patients whose chief complaint is 
acquired functional bleeding. This implies 
abnormality in menstruation with a normal 
pelvic examination in a woman who has, 
prior to her present illness, had entirely 
normal menstrual activity. In these pa- 
tients it must be remembered that the 
bleeding is ordinarily not a symptom pri- 
marily of pelvic or ovarian disease but of 
extrapelvic pathology which so affects the 
ovarian function that the ultimate bleeding 
is an indirect symptom of the primary dis- 
tant pathologic change. 

It is particularly important in these pa- 
tients that the extrinsic factors be recog- 
nized because the abnormal bleeding is or- 
dinarily not upon the basis of any intrinsic 
failure of the ovary. Fortunately, many of 
the extrinsic factors, such as upper respira- 
tory tract infection, have a very short du- 
ration and the primary pathology is cor- 
rected in spite of any ill-advised ovarian 
extract therapy. 

The first question that should, naturally, 
be asked a patient with acquired functional 
uterine bleeding is, ““What happened about 
the time that your menstrual irregularity 
started?” The answer is amazing in that 
there is usually some definite physical or 
emotional disturbance which occurred at 
that time. 


ILLUSTRATIVE CASES 
The following brief case histories assist 
in substantiating these concepts in the 
treatment of functional uterine bleeding: 
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CASE No. 1 


This woman, aged 27, married eight years, 
was referred by her physician in early September, 
1939, after an objectively normal general examina- 
tion. Her chief complaints were severe dysmenor- 
rhea, menstrual backache and leg ache, and pro- 
fuse menstrual periods lasting nine to 11 days. 
These symptoms had been present since menarche. 
Pelvic examination, blood count and urine examina- 
tion were normal. It was inconvenient for her to 
return for basal metabolism when first examined. 


Starting shortly before the mid-menstrum, she 
was given nine intramuscular 1-milligram injec- 
tions of progestin before her next menstruation. 
She menstruated for seven days, less in amount, 
had only slight dysmenorrhea and no backache or 
leg ache. She then had basal metabolic rate de- 
termined and it was minus 15. She was started 
upon desiccated thyroid extract which she has 
taken since with an average daily dosage now of 
one to 1% grains. She had a reduced number of 
injections of progestin before her next menstrua- 
tion, but prior to the last four menstrual periods 
she has had no progestin, yet the duration has 
remained seven days, with smaller amounts. There 
has likewise been no dysmenorrhea, backache, or 
leg ache. The last of three metabolic rate deter- 
minations was zero and we feel that hers is an 
instance of initial functional uterine bleeding pri- 
marily upon the basis of an extrinsic factor, hypo- 
thyroidism, despite temporary relief from pro- 
gestin. 


CASE No. 2 


This patient was a single woman of 27 who had 
normal menstruation with no pain until five years 
before she consulted me in early November, 1939. 
At that time, she had had aching pain in the right 
lower abdominal quadrant for five years, worse in 
the past two years, and there had been an asso- 
ciated bloody vaginal discharge for the past two 
years. 

Six months prior to the onset of these acquired 
symptoms, five and a half years before my first 
examination, she was underweight, had gastro- 
intestinal symptoms, and appendectomy was done 
for recurrent acute appendicitis. General physical 
examination was objectively normal. Pelvic ex- 
amination was normal except for a retroversion 
of the uterus. Basal metabolic rate was minus 2. 
Blood count and urine examination were normal. 

She was given seven 1-milligram injections of 
progestin starting shortly before what was thought 
to be mid-menstrum. Her pain in the right lower 
abdomen ceased and has not returned. Her next 
menstruation lasted 10 days and was rather pro- 
fuse. In spite of basal metabolic rate of minus 2, 
desiccated thyroid extract was started and she has 
been taking one grain daily since, with no ill 
effects. Three injections of progestin were given 
near the mid-menstrum before the next two men- 


struations. The next menstruation was of nine 
days’ duration. However, the last three menstrua- 
tions have been of seven days’ duration, there has 
been no intermenstrual vaginal blood and no pain. 
She has had no progestin before the last two men. 
struations. We anticipate no additional symptoms 
and even the possible discontinuance of thyroid 
medication. 


I believe this to be an instance of ac- 
quired functional uterine bleeding depend- 
ent primarily upon mild hypothyroidism, 
but precipitated by her recurrent acute ap- 
pendicitis six months before symptoms ap- 
peared. 


CASE No. 3 


This patient was a girl of 14, who had men- 
struated normally for three and a half years. 
However, for six months there had been irregular 
prolonged menstrual periods, one lasting three 
weeks. For a year and a half there had been ac- 
quired dysmenorrhea, menstrual backache and 
acne. Shortly before these symptoms had their 
onset, she had changed her school and had under- 
taken more strenuous school work. General and 
pelvic examinations were objectively normal. Basal 
metabolic rate was minus 20. Blood count was 
normal except for 8 per cent eosinophils. Urine 
examination was normal. Desiccated thyroid ex- 
tract has been effective in controlling all of these 
acquired symptoms. 


CASE No. 4 


This patient was a woman of 40, married 18 
years, who was referred in early February, 1939, 
by her physician, because of profuse menstruations 
lasting from 16 to 23 days each during the six 
months before she consulted me. 

Her general physical examination was objective- 
ly normal except for scars from cesarean section 
eight years before and appendectomy five years 
before. Pelvic examination was normal except for 
increase in the size of the uterus to twice normal 
and slight enlargement of both ovaries. Basal 
metabolic rate was plus one. Blood count showed 
red blood cells 4,070,000, hemoglobin 85 per cent, 
and white blood cells 6,950 with a normal differ- 
ential. Urine examination was normal. 

Diagnostic curettage produced a large amount 
of thick endometrial tissue. Microscopically there 
was interstitial and glandular endometrial hyper- 
plasia but no secretory endometrium. There was 
no evidence of malignancy, and, on curettage, no 
submucous fibroid tumor could be felt. No treat- 
ment was given and the next menstruation was 
two weeks in duration but the second one after 
curettage lasted five weeks and was profuse. Five 
to seven 1-milligram injections of progestin were 
given before the next three menstruations starting 
at what was thought to be mid-menstrum. These 
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menstruations were all of four day duration and 
normal in amount. The number of injections of 
progestin premenstrually was reduced to three or 
four but given each menstrual cycle up until about 
three months ago. The menstruations have been 
normal, and of four to five day duration with the 
exception that she “missed” one menstruation in 
the summer of 1939. 

She has now had no treatment of any kind be- 
fore the last three menstruations which have been 
reasonably regular and four to five days in dura- 
tion. I feel she has a good chance of avoiding 
hysterectomy or radiation with probably only a 
reasonably small amount of additional treatment. 

I regard this as an instance of function- 
al uterine bleeding depending primarily 
upon intrinsic ovarian deficiency near the 
menopause. 

SUMMARY 


Functional uterine bleeding rests not 
upon the basis of disease in the uterus it- 
self, but upon faulty function of the ovary, 
usually improper ovulation with a relative 
reduction of progestin from a poorly- 
formed corpus luteum. There are extrinsic 
factors which also affect the ovarian func- 
tion and in individual patients with func- 
tional uterine bleeding there is usually not 
a single factor but a combination of both 
intrinsic and extrinsic factors. 

A distinction should be made between 
initial and acquired uterine bleeding and it 
is in the latter category that the extrinsic 
factors will usually be in predominance. 

Prior to the use of potent hormone prod- 
ucts, the minimum investigation is a gen- 
eral physical examination after careful his- 
tory. In addition, the routine use of basal 
metabolic rate, blood count, and urine ex- 
amination is advisable. Examination of 
endometrium, obtained by punch biopsy or 
diagnostic curettage is valuable in indicated 
instances. 
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DISCUSSION 
Dr. C. H. Tyrone (New Orleans): 


I wish to 
congratulate Dr. Long on the excellent results he 
has obtained in treating patients with uterine 
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bleeding and also wish to commend him on the 
very thorough and sane preparation and investi- 
gation of cases before the indiscriminate use of 
so-called hormones or glandular preparations. 

I was particularly impressed with Dr. Long’s 
statement about the stable and unstable ovary and 
about anemia and infectious diseases or obesity 
and so forth as influencing factors in causation of 
uterine bleeding. Those of us who are constantly 
confronted with treatment of abnormal uterine 
bleeding are realizing as time goes by that no one 
satisfactory hormone has been manufactured or 
devised to relieve this condition. I am against the 
indiscriminate use in prescribing and administer- 
ing many hormone preparations. The greatest 
good of this practice has been not to the patients 
but probably to the drug manufacturer. 

As to the role of thyroid disturbances, I agree 
with Dr. Long that they are in most cases factors 
in abnormal uterine bleeding. I do not believe a 
patient has to be definitely overweight or have a 
subnormal, low metabolic reading to tolerate thy- 
roid extract. Of course patients should always be 
watched for untoward symptoms but with the use 
of small doses I think any danger is very unlikely. 
I believe that in the treatment of functional 
uterine bleeding, in women at or near the age of 
forty, we should be very careful in the use of 
glandular extract. I think in those cases any 
treatment should be preceded by thorough diag- 
nosis and curettage. If this much abused but useful 
operative procedure is carried out, it frequently 
gives temporary and often permanent relief with- 
out further treatment. 

Dr. Hilliard E. Miller (New Orleans): During 
the past 10 years no problem in gynecology has 
been the subject of more speculation, romancing 
and theorizing than the factors concerned in the 
causation of functional bleeding. An enormous 
mass of experimental and clinical literature has 
accumulated expressing claims and counter claims 
for the various effects of different hormones. 
Added to this, circulars from the many pharmaceu- 
tical houses would have the unwary believe that 
their biologic preparations were a panacea for all 
pelvic ailments. The influence of this drughouse 
propaganda has, I believe, been a pernicious one, 
as it is rare today to see a patient with functional 
or even organic diseases who has not received a 
long and expensive course of “shots” of all the 
various hormonal compounds. 

Too frequently, I fear, such therapy has been 
administered in a haphazard fashion and without 
a full comprehension of the physiology of men- 
struation or the pathology responsible for the 
anomalies of menstruation. The latter might be 
illustrated by two cases of the discussor; these 
two patients had, for a period of several months, 
received large and repeated doses of estrogenic 
hormones in an effort to check meno-metrorrhagia. 
Both of these patients were between 40 and 50 
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years of age, with definitely tender uteri. A cu- 
rettement revealed adenocarcinoma of the fundus 
in a fairly well advanced stage in each case. The 
chances of cure in these two cases were materially 
jeopardized by the attending physician not ap- 
preciating the necessity of first knowing the reason 
for the symptoms; second, the time interval be- 
tween the onset of symptoms and the date of sur- 
gery, and third, the possibility of having stimu- 
lated the lesion into more active growth by the 
therapy. 


To diagnose a case as one of functional uterine 
bleeding presupposes that a complete and thorough 
examination has been made and all possibility of 
an organic lesion as the cause of the abnormal 
bleeding has been eliminated. Dr. Long has proper- 
ly stressed the importance of a general survey of 
these patients for a diseased condition which might 
secondarily influence the normal pituitary, thyroid 
and ovarian physiology. 


The sequence of pituitary, ovarian and uterine 
physiology which coordinate and regulate the nor- 
mal menstrual cycle and function have been defi- 
nitely established by experimental work and while 
clinical application of these findings will not yield 
uniform results, we can hope for good results in 
from 50 to 60 per cent of cases. Chorionic gonado- 
tropic hormones have had a wide application be- 
cause of their relative cheapness. Whether the 
effects in checking abnormal bleeding are due to 
their luteinizing influence or a lessening of the 
estrogenic influence by causing atresia of the 
active follicles, is not definitely known. 

More recently progesterone, an active corpus 
luteum hormone, has become available. I have had 
little experience with this biologic drug, but the 
claims for its influence are founded on definitely 
established physiologic phenomena. 

A recent article by Rock and co-workers on the 
stimulating influence of small and graduated 
doses of x-ray to the ovaries is most interesting 
and from the data submitted, the method bids fair 
to assist in some refractive cases. 


Curettement is definitely indicated in a certain 
per cent of functional uterine bleeding. This 
method only eliminates the effect of disturbed en- 
docrine function by removing the hyperplastic en- 
dometrium, but if judicious and intelligent hor- 
monal therapy is subsequently instituted, good 
results may be expected. 

Thyroid extract still holds the place of highest 
respect in the treatment of menstrual disorders. 
A metabolic rate should be made as a routine 
procedure in all functional pelvic disturbances and 
whether the rate is low or normal, large or small 
amounts of thyroid are valuable adjuncts in the 
treatment. It is the experience of many gynecolo- 
gists that better and more uniform results are 
obtained from the proper administration of thy- 
roid extract than any other hormonal therapy. 
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In conclusion, I wish to condemn without reser- 
vation, the attempts to control with hormonal 
therapy, abnormal uterine bleeding in women at 
or near the menopause. The theory of its possible 
good effects is fallacious and the chances of over- 
looking dangerous lesions are too great. 


Dr. Lucien A. LeDoux (New Orleans): In his 
presentation, Dr. Long focused our attention on 
several important points. I should like to amplify 
and discuss several of these. In my opinion, the 
calcium determination, hemoglobin and _ platelet 
count are important clinical laboratory studies 
which should be routine. Regarding the diagnosis, 
I feel that in functional uterine bleeding the en- 
dometrial biopsy and the diagnostic curettage are 
not absolute requirements; as a matter of fact, if 
we are frank we will admit that the diagnosis is 
usually made and patients are treated without 
being subjected to these procedures. 


There is no question but that in some patients 
and particularly when organic disease is suspected, 
the diagnostic and therapeutic curettage is of 
much value and should be employed. 


In any discussion of functional uterine bleeding, 
the role played by hormone therapy as a hemo- 
static agent is very interesting. The fact that the 
lactating mammary gland has an inhibitory in- 
fluence upon ovulation and menstruation is well 
known. On one hand it improves the tone of the 
uterus and produces vasoconstriction of the uterine 
vessels. On the other hand it exerts an inhibitory 
effect on the folliculin secretion of the ovary, this 
being demonstrated by the amenorrhea of the 
nursing mother. To date I have had very satisfac- 
tory experiences with the use of the combined 
mammary-corpus luteum extract as a hemostatic 
adjunct. 


In my opinion the ambulant treatment of uterine 
bleeding is unsatisfactory and such patients should 
be put to bed. 

Dr. Long (In conclusion): I should like to agree 
with Dr. Tyrone and Dr. Miller that diagnostic 
curettage is an extremely valuable procedure. 

Whether or not one will carry precaution to the 
extreme and not give any glandular products past 
the age of 38 is another question. I too am con- 
scious of the danger of overlooking or disregarding 
malignancy and every care must be taken in this 
regard, especially near the menopause. 

I probably would not have risen to speak again 
had it not been for Dr. LeDoux’s remark about put- 
ting the patients to bed. I well remember attend- 
ing a symposium on functional uterine bleeding 
lasting a whole day, several years ago. All prob- 
lems and mechanisms were discussed and nobody 
said anything about putting the patient to bed. 
I would like very much to endorse Dr. LeDoux’s 
attitude about the value of bed rest as well as to 
agree that bleeding and coagulation times are ex- 
tremely important. 
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CONSERVATIVE CARE OF ACUTE 
PYOSALPINX IN YOUNG WOMEN* 


B. C. GARRETT, M. D. 
SHREVEPORT 


ETIOLOGY 


Approximately 80 per cent of the cases of 
acute salpingitis seen in young women are 
due to the gonococcus, 5 per cent are due to 
the tubercle bacillus, and 15 per cent are 
due to other bacteria. These other bacteria 
are the streptococcus group, staphylococcus 
and colon bacillus. The salpingitis due to 
these organisms usually follows instrumen- 
tation during a pregnancy. This paper will 
concern itself with those cases caused by 
the gonococcus. 


Gonorrheal salpingitis is a self-limiting 
disease. The organism requires oxygen for 
its continued growth, hence it cannot grow 
indefinitely in the fallopian tubes. The or- 
ganisms usually die in the tubes within two 
weeks after the temperature returns to nor- 
mal. The affected tubes cannot reinfect 
themselves, but reinfection can come from 
other foci, such as the urethra, para-ure- 
thral ducts, Skene’s tubules, Bartholin’s 
duct and glands, and the cervix. It is hard- 
ly necessary to emphasize the fact that 
these foci should be cleared of infection to 
avoid recurrence of fallopian tube involve- 
ment. 


SYMPTOMS 


The symptoms of acute pyosalpinx are 
characteristic ; the onset of the pain is rath- 
er sudden, is usually bilateral and comes on 
following the completion of a menstrual pe- 
riod. It is low abdominal in location and 
may be one-sided (often called honeymoon 
appendicitis). There is fever of 101° or 
above. The patient may or may not have 
had some dysuria, vaginal discharge or oth- 
er symptoms suggestive of a gonorrheal in- 
fection previous to the onset of the pain. 
Associated with these cardinal symptoms 
are nervousness, weakness, sweating and 
an anemia. 


*Read before the sixty-first annual meeting of 
the Louisiana State Medical Society, New Orleans, 
April 24, 1940. 
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DIAGNOSIS 


The diagnosis is not difficult and the con- 
dition with which it is most likely to be con- 
fused is acute appendicitis. It is of the 
utmost importance to make the proper diag- 
nosis. The patient’s history is of value 
especially if the pain is bilateral and low 
abdominal, but even this is often mislead- 
ing in many patients. The pain of acute 
salpingitis is never in the epigastrium, 
which is the usual site for most of the 
pain in acute appendicitis. It is also sig- 
nificant if there is a history of frequent 
and painful urination associated with a va- 
ginal discharge or other symptoms which 
denote a gonorrheal infection of the genito- 
urinary tract. 

Inspection of the external genitalia is 
sometimes of value, especially if there is 
evidence of a urethral or cervical discharge. 
In early cases, the involved tubes can- 
not be palpated because they have not be- 
come distended with pus; however, even 
when the tubes cannot be felt, manipulation 
of the cervix will cause these patients se- 
vere pain in one or both lower quadrants. 
Later on in the course of the disease the 
large swollen and indurated tubes can easily 
be palpated. 

Of course there is a great deal of rigidity 
and tenderness and in acute appendicitis the 
point of greatest tenderness is over McBur- 
ney’s point or just below, which is some- 
what higher than the points of greatest 
tenderness in acute salpingitis. 

If the presence of gonococci can be dem- 
onstrated in smears taken from the urethra, 
cervix or other structures, it is of distinct 
value. The white blood cell count is not of 
great importance in the differential diag- 
nosis. There is almost invariably a rapid 
blood sedimentation time in acute sal- 
pingitis. 

TREATMENT 

Treatment may be either conservative or 
surgical and it is conservative treatment 
with which I am most concerned in this 
paper. 

1. Absolute bed rest: This is difficult 
with many patients, due to their lack of fi- 
nances. This bed rest usually requires sev- 
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eral weeks. Only the very poor or the very 
rich find it easy to carry out this program. 
The middle class woman finds it difficult to 
stay in bed as long as is best for her. 

2. Diet: This should be bland and well 
balanced. Fluids, water, and fruit juices 
should be forced. Intravenous glucose and 
saline are very helpful when the patient is 
toxic. Mild laxatives and enemas are used 
when necessary to get good elimination. Al- 
coholic drinks, coffee and tea should be ab- 
solutely prohibited. 


3. Sedatives: The symptoms of acute 


pyosalpinx can usually be controlled by mild 
Opiates are indicated in only a 


sedatives. 
few cases. 


4. Drugs: Many different drugs have 
been advocated for use in acute pyosalpinx. 
In the past, foreign proteins and vaccines 
enjoyed a great popularity, but the value 
of these is questionable. Sulfanilamide has 
been decidedly helpful and should be used 
in adequate dosage. 

5. Local treatment: There has been con- 
siderable discussion about the advantage of 
using douches. Most patients are advised 
to douche if there is a profuse discharge 
and if there is not too much tenderness. So 
far we have found this very helpful. Dur- 
ing the first two weeks of the infection lo- 
cal treatment is not used on the cervix. 
Later on when the condition has become less 
acute, vaginal tampons or even cauteriza- 
tion of the cervix is advised. Bladder irri- 
gations are decidedly helpful in many cases. 
The Elliott treatment has been used a great 
deal in the past few years. At times, heat 
of any kind is helpful, as are cold applica- 
tions. However, the reaction of the patient 
is the deciding factor in whether to use heat 
or cold. 

Of course it is not necessary to emphasize 
that sexual excitement and coitus should be 
avoided. Frequent pelvic examinations 
should be avoided because this is often the 
cause of an acute flare up with an elevation 
of temperature. 

Acute pyosalpinx treated by the above 
conservative method should be cured in 75 
per cent to 80 per cent of the cases. It is 
well known that acute gonorrhea, or pyo- 
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salpinx is a self-limiting disease and the 
axiom that acute salpingitis is a disease to 
be treated patiently, expectantly and con- 
servatively is as true today as it was when 
this observation was first made many years 
ago. 

TYPE OF SURGICAL PROCEDURE 


Of course at times some form of surgery 
is indicated, but surgical procedures should 
be undertaken only after serious considera- 
tion and the exercise of mature judgment. 
Disturbing a woman’s sexual life is a very 
serious matter. Conservative surgery usu- 
ally consists of bilateral salpingectomy with 
the removal of the cornea of the uterus. 
The uterus and ovaries should be left intact 
when at all possible. Transplantation of 
the ovaries has been done, but I am not at 
all enthusiastic about it. After the abdo- 
men is opened and it is found a mistake has 
been made in the diagnosis (which has hap- 
pened to all of us) and an acute pyosalpinx 
is found, it is best not to remove the tubes, 
but to close the abdomen and give the pa- 
tient a chance to respond to conservative 
treatment. 


In chronic pyosalpinx, with the lumen of 
the fallopian tubes closed, many things have 
been advocated to make it patent. Various 
injections have been used, such as injec- 
tions of argyrol, mercurochrome and 10 per 
cent turpentine in oil. I have had very lit- 
tle success with any of these procedures. 
Occasionally it is found that the fallopian 
tubes are plugged with mucus and some- 
times these tubes can be made patent by the 
injection of lipiodol or air through the 
uterine cavity. Some men have reported 
cases in which they did a resection of the 
closed portion of the tube and transplanted 
the open part into the uterine cavity. Of 
course this is done to make possible future 
pregnancy, but the results from this stand- 
point have been poor. 

Occasionally radical surgery is indicated 
and if the ovaries are badly diseased they 
should be removed. If these diseased ova- 
ries are left in the pelvis the patient is usu- 
ally an unhappy individual; there is a 
greater tendency toward profuse uterine 
bleeding and usually surgery will again be 
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resorted to at a later date. If a hysterec- 
tomy is done the cervix should be coned out 
from below and the mucous membrane re- 
moved from the cervical stump above. 


COMPLICATIONS 


The most serious complication is a gen- 
eralized peritonitis. This is usually fatal 
and not infrequently occurs. Other compli- 
cations are tubo-ovarian abscess, abscess in 
the cul-de-sac of Douglas, abscess of the 
broad ligaments, pelvic adhesions and peri- 
rectal abscess. When complications do arise 
whatever treatment is indicated is used. 


SUMMARY 


The conservative treatment of acute 
pyosalpinx in young women has been dis- 
cussed and stressed. 


DISCUSSION 


Dr. Peter Graffagnino (New Orleans): Dr. 
Garrett has asked me to discuss his paper on 
acute salpingitis and I can heartily endorse every- 
thing he has said in regard to its conservative 
treatment. Because we know that it is a self- 
limiting disease, we have, for many years, ad- 
vocated conservatism in its treatment. From per- 
sonal experience, we know that in nearly 98 per 
cent of cases with acute pelvic infection, involve- 
ment of the fallopian tubes predominates in the 
infection; and in more than 80 per cent of these 
cases we have had not only a symptomatic cure 
but an anatomic cure as well. 


Many years ago, we made it a more or less 
common practice to operate on these women. How- 
ever, experience has shown that surgical interven- 
tion in the early stage of acute salpingitis is 
attended by an exceedingly high morbidity and 
mortality. Therefore, we have made it a rule to 
investigate four different points before operating 
upon these individuals. First, that the patient 
has had no elevation of temperature for at least 
two weeks after the expectant period of treatment, 
pointing to the fact that the immunity of the 
patient is sufficient. Second, that the patient has 
anormal blood count. Third, that there is no ten- 
derness or rigidity on pelvic examination. The 
presence of masses is not a contraindication unless 
there is definite tenderness. No rise in tempera- 
ture should follow these manipulations. Finally, 
there should be a marked improvement in the 
general condition of the patient. If the foregoing 
precautions are followed, the patient’s recovery 
after surgery is assured. 

Nevertheless, if surgery is resorted to, the ques- 
tion of what will be accomplished by this proce- 
dure arises. The only possible condition that can 
be found is inflamed or diseased tubes with in- 
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volvement of the ovary. The only possible pro- 
cedure is salpingectomy or oophorectomy and 
de-sexing of the patient, thereby ruining her 
chances for fertility and a normal menstrual life. 
Although, due to damage to the fallopian tubes, 
sterility is the rule following an acute salpingitis, 
more than 15 per cent of the severe cases treated 
conservatively regain fertility. I have had a num- 
ber of patients in whom a mistaken diagnosis of 
appendicitis was made and salpingitis found upon 
operation and in spite of the fact that there was 
free pus, these individuals subsequently had sev- 
eral pregnancies. 


Dr. B. C. Garrett (In conclusion): I appreciate 
Dr. Graffagnino’s discussion, which stated very 
clearly our position. We have used the same 
procedure for years. However, I am sorry to say 
that there are some physicians who are operating 
on these patients. Why, I do not know; whether 
they do not know any better, or do it for other 
reasons, I cannot say. These poor individuals, if 
you can forget everything else and leave them 
alone, and put them in bed, will get well by them- 
selves. It hurts my soul to see a young woman 
de-sexed, her sex life destroyed. When you rear- 
range her menstrual history you give her another 
syndrome of symptoms. If this paper would save 
one woman this year from this fate, I would think 
my time well spent. 
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THE ELDERLY PRIMIPARA* 


J. S. HERRING, M. D. 
NEW ORLEANS 


The effect of age on the ability of a 
woman to bear her first child is a problem 
which frequently confronts the obstetrician. 
The lay public is of the general opinion 
that primiparity in a woman well advanced 
in the childbearing period presents a rather 


grave prognosis. Apparently this belief 
is shared to a considerable degree by the 
medical profession, yet most accoucheurs 
can recall a number of occasions on which 
they have been agreeably surprised by the 
ease and rapidity with which elderly primi- 
parae have delivered. At such times one 
wonders whether obstetric difficulties are 
actually more frequent in such patients, or 
if they are simply more impressive, be- 
cause of the age, when they do occur. 


*Read before the sixty-first annual meeting of 
the Louisiana State Medical Society, New Orleans, 
April 24, 1940. 
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TABLE I 


Incidence of toxemia 
Length of labor 
Maternal mortality 
Maternal morbidity 


Operative incidence 
Fetal mortality 


Mauriceau 


Schulze 


— ore 


Quigley y, 
Nixon I I 


Legend: = increased; SI 


REVIEW OF LITERATURE 

The literature on the subject is not 
voluminous. Those studies which have 
been made seem to bear each other out in 
most incidences, although the interpreta- 
tions of the different authors are frequent- 
ly at variance. 

There is no general agreement on the age 
at which the term elderly may be applied 
to primiparae. Schulze, for instance, con- 
siders that the term is aptly applied to 
those above the age of thirty, while Stern? 
applies it only to those forty years or older. 
If we consider that the childbearing period 
begins at about fourteen years of age, and 
ends at about the forty-fourth year, it 
seems logical to assume that women in the 
first third of this period may be considered 
young, those in the middle third interme- 
diate, and those in the last third old, as far 
as the childbearing function is concerned 
Therefore, while it is admitted that any 
such classification is arbitrary, the series 
of cases presented in this paper will consist 
only of women whose initial gestation 
took place after the beginning of the thirty- 
fifth year. 

Almost all reports agree in that they in- 
dicate a higher incidence of complications 
in elderly primiparae than in the average 
childbearing woman. Mauriceau* men- 
tions a higher incidence of eclampsia. De 
Lee, more than two and one half centuries 
later, states that the incidence of toxemia 
is increased. The figures of Schulze,* 
Stern? and Daichman® bear this out, but 


= slightly increased; A 


Abnormal position 
or presentation 
Contracted pelvis 
Cervical rigidity 


Size of fetus 


Postpartum 
hemorrhage 


oat 
a 


I 


oo 


~3 = & Predominant sex 


_~ 


(3,248) 
A 
A 
(3,262) 
A 
A 


= about average. 


Spain,® who, in writing the first American 
treatise on the subject in 1912 ably re- 
viewed the European literature up to that 
time, found that the incidence of eclamp- 
sia was “insignificantly higher.” 


There is general agreement among all av- 
thors that labor is prolonged and uterine 
contractions weaker and less efficient. All 
reports show a markedly increased opera- 
tive incidence, and Schulze! noted that this 
increased with age (table II), but in doing 


TABLE II (From Schulze) 


30-35 35-40 40-45 

Yrs. Yrs. Yrs. 

Incidence in per cent of ce- 
sarean section ’ 
“Easy” labors 21.9 35.7 
Dystocia 23.2 14,2 
Fetal mortality ‘ 8.0 0.45 
Maternal mortality ; 0 0 


14.1 33.8 


so did not affect the prognosis adversely. 
Many factors were cited as the cause for 
the increased dystocia and operative inci- 
dence. Schulze! and Daichman® showed 4 
definite increase in the number of con- 
tracted pelves in this class of patients, while 
others call attention to the fact that ab- 
normal presentations and positions are 
much more common. Soft tissue rigidity 
was believed to be increased, but this seem- 
ed to apply rather to the perineum than the 
cervix, the consensus of opinion being that 
slow cervical dilatation is due to the rela- 
tive inertia found in these cases, and not to 
any difficulty on the part of the cervix it- 
self. The perineal rigidity manifested itself 
in a longer second stage and more frequent 
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lacerations, although mention was frequent- 
ly made of the role of episiotomy in the 
prevention of the latter. 


Some writers felt that postpartum hem- 
orrhage was more frequent in these pa- 
tients, and Spain® and Nixon’ showed that 
maternal morbidity was increased, a find- 
ing upon which there was general agree- 
ment. 

Spain® mentions that the fetus is apt to 
be larger, but Stern,? and Nixon’ and 
Quigley,* show that the size of the babies 
of elderly primiparae is within normal 
range. 

DeLee’s* statement that maternal and 
fetal mortality in elderly primiparae are 
increased is borne out by the literature in 
general, although Schulze thought that the 
7 per cent fetal mortality in her series 
compared favorably with the average, and 
Quigley’s® mortality of 5 per cent is not 
very high. Almost all reports show a some- 
what increased maternal mortality with a 
tendency to place the blame on a necessar- 
ily increased operative incidence. 

While Mauriceau* believed that males 
were born more frequently to elderly primi- 
parae than to the average woman, there 
seems to be no general agreement in the 
literature on this. 

It is interesting to note that the figures 
of Schulze and Daichman’ tend to confirm 
Meyer’s® theory that primiparae who marry 
early and conceive late have more difficulty 
than those who marry late and conceive 
early. This they attribute to genital hypo- 
plasia resulting in relative sterility, and in 
the event of pregnancy, inertia and dystocia 
due to underdevelopment. Jaroschka?’® pro- 
pounded the theory that the difficulty in 
the majority of cases of elderly primiparae 
was not due to age at all but to the inclusion 
in this group of women who marry late be- 
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cause of obvious physical defects or con- 
ceive late because of genital hypoplasia. In 
agreement with this Schulze! concluded that 
dystocia is due to complicating factors 
rather than age, and Daichman’ noted that 
in his series no cesarean section was done 
merely because of the advanced age of the 
patient. 


THIRTY PATIENTS SELECTED AS EXAMPLES 


The 30 cases presented here are of women 
who have borne their first child after hav- 
ing passed the age of 34 years. Twenty- 
two of the cases are taken from the private 
practice and eight from the Obstetrical 
Service of the Hutchinson Memorial Clinic, 
Tulane University. They therefore repre- 
sent cases which have been adequately 
supervised throughout the prenatal course, 
labor and delivery. 


In the prenatal course of the women in 
this series (table III) the incidence of tox- 
emia was found to be quite high, 33.3 per 
cent. Under this heading are considered 
the preconvulsive types of toxemia, regard- 
less of pathologic background. The group- 
ing of these into mild, moderately severe, 
or severe was arbitrary, depending on the 
severity of the symptoms. There were no 
eclamptics in the series. The mild cases 
were considered to be those which showed 
any two or more signs of toxemia, however 
slight, and therefore include a number 
which showed little rise in blood pressure. 
These were doubtfully classed as toxic, 
but even if they are excluded the incidence 
would still be about 20 per cent, a figure 
which more closely resembles those given 
in the literature reviewed and which is 
definitely higher than the average, 4 to 15 
per cent. 


The occurrence of nausea and vomiting 
in this series corresponded very closely to 


TABLE III—PRENATAL COMPLICATIONS 
Moderately 
severe 


5 Cases or 
16.6% | 


Average 
Mild per cent 
4 Cases or 


13.3% 


Severe 
1 Case 
(Non-convulsive) 
or 3.3% 
1 Case 
or 3.3% 


Total 


10 Cases 
or 33.3% 


Toxemia 
4-15 


2 Cases or 
6.6% 


14 Cases or 
46.6% 

4 Cases or 
13.3% 


Nausea and vomiting 17 Cases 
or 56.6% 
4 Cases 


or 13.3% 


Hypothyroidism 
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that in any average group of pregnancies. 
The one case classified as severe was never 
dangerously ill. There was undoubtedly 
a neurotic factor in this patient, but since 
the vomiting persisted throughout the preg- 
nancy and required several periods of hos- 
pitalization, this classification was thought 
to be merited. 

It was noted that a mild form of hypo- 
thyroidism, characterized by a basal metab- 
olic rate of from —10 to —25 occurred in 
four cases, or 13.3 per cent. This figure 
corresponds roughly to those reported as 
average by other workers, but is consider- 
ably lower than the 40 per cent found in 
a larger series of cases of pregnancy in this 
region.!* 

Factors which could be considered as 
complicating labor and delivery are shown 
TABLE IV—FACTORS COMPLICATING LABOR AND 
DELIVERY 


Average 
This series per cent 
6, or 20% 3.9 
4, or 13.3% 
Placenta previa 2, or 6.6% 0.1 
Breech presentation 3 3 
Transverse 1% 0.5 
Posterior or transverse position... 5, or 16.6% 
Cervical rigidity 1, or 3.3% 
Retained placenta 


Postpartum hemorrhage 2, or 6.6% 2.5-6.4 


in table IV. Twenty per cent of the cases 
studied had contracted pelves of various 
types. This is very high as compared to the 
average of 3.9 per cent which Maxwell re- 
ported from her study of a large number of 
cases, and is higher than the figures quoted 
by Schulze’ and Daichman’ in their series 
of elderly primiparae. 

There was an incidence of 13.3 per cent 
of fibroids, which is certainly greater than 
the incidence of occurrence in all pregnan- 
cies. Stern reports an average incidence 
of 9 per cent in elderly primiparae. 

There were two cases of placenta previa, 
both of the central type. The occurrence 
of this complication in general is given at 
from one in 300 to one in 1,000 in various 
reports. An incidence of 6.6 per cent as 
found here is certainly extremely high, but 
in view of the small number of total cases 
cannot be given too much significance. 

Four of these cases had breech presenta- 
tions, an incidence of 13.3 per cent. This 
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is not surprising, however, when the in. 
creased occurrence of contracted pelves and 
fibroids in these patients is noted. 

There was one case of transverse pre- 
sentation. No significance can be attached 
to the resulting incidence of 3.3 per cent 
in so small a number of cases, except that 
it bears out the general opinion that such 
presentations are more frequent in these 
women. 

Sixteen and six-tenths per cent of these 
patients had persistent posterior or trans- 
verse positions of the occiput during labor. 
There are no figures from which the fre- 
quency of this complication in all labors 
can be computed, but this incidence would 
seem to be high. This is no doubt due in 
part to a policy of rather early intervention 
in the form of forceps rotation in these 
cases because of fear of fetal damage. Such 
a policy is liable to criticism but seems jus- 
tified in the hands of a competent obstet- 
rician. 

One case of cervical rigidity of a severity 
to require Durrhssen’s incisions was noted. 
The incisions in this case were made be- 
cause of fetal embarrassment rather than 
maternal indications, and its classification 
as one of cervical rigidity is doubtful. No 
study of perineal rigidity was made as this 
was obviated in most cases by the use of 
episiotomy. 

There were two cases of retained pla- 
centae necessitating manual removal. This 
high incidence in elderly primiparae is 
noted by several writers.’ 7 

The two cases of postpartum hemorrhage 
were both readily controlled. The incidence 
of 6.6 per cent compares closely to that of 
6.9 per cent given by Schulze.! Both figures 
are higher than the average for all preg- 
nancies, a point on which most authorities 
agree. 

TYPE OF DELIVERY 
Table V shows the manner of delivery 


TABLE V—TYPE OF DELIVERY 
Cases Percent 
Spontaneous 10 
“Prophylactic” forceps 43.3 
Other forceps 13.3 
Cesarean section 26.6 
Podalic version 3.3 
Breech extraction 3.3 
Operative incidence exclusive of prophy- 
lactic forceps 46.6 
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of the cases in this series. The term “pro- 
phylactic forceps” has been used to describe 
the use of outlet forceps on a vertex pre- 
sentation, occiput anterior position. While 
technically this is an operative procedure, 
it has become, justifiably or not, an almost 
routine procedure in the management of 
primiparae in the hands of many competent 
obstetricians. For this reason and because 
in capable hands it apparently does not in- 
crease either maternal or fetal danger and 
is a procedure offering little technical dif- 
ficulty, it has been excluded in this study 
from procedures mentioned under operative 
incidence. 


The operative incidence, thus corrected, 
in this series was 46.6 per cent. Over half 
of this 46.6 per cent, eight patients or 26.6 
per cent, were delivered by cesarean sec- 
tion. Such an operative incidence seems 
appallingly high, but was apparently jus- 
tified as an analysis of the cases will show. 
Of the eight cesarean sections, two were 
done because of central placenta previa, a 
procedure which is not only justified, but 
which is the only one which can be reason- 
ably used. Two of the cesarean sections 
were done because of breech presentations 
in which external version failed. While the 
pelvic measurements in these cases were 
normal, it was felt that, since the age of 
the mothers reduced their possibility of con- 
ceiving again, cesarean section was justi- 
fied because of the high incidence of fetal 
mortality in breech deliveries, and because 
the danger to the mother was not greatly 
increased. 


One cesarean section was done in the case 
of a woman with a borderline flat pelvis 
and a breech presentation in which external 
version failed. Here the difficulty of es- 
timating cephalopelvic disproportion due to 
the breech presentation offered an added 
hazard to the baby and possibly to the 
mother. One cesarean section was done 
because of a borderline contracted pelvis, 
with failure of engagement of the present- 
ing vertex after a reasonable test of labor. 
One cesarean section was done because of 
the general poor health of the mother re- 
sulting from previous abdominal opera- 
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tions, and because of her desire, therefore, 
to be sterilized. One section was done at 
seven months’ gestation because of a severe 
nephritic toxemia which was apparently 
verging on convulsions. 


The four forceps operations included in 
the survey of operative incidence were mid 
or low forceps rotations from persistent oc- 
ciput posterior or transverse positions, and 
were done because of failure of the present- 
ing part to progress after several hours in 
the second stage. 

The podalic version was done on the case 
of transverse presentation. This patient 
went into premature labor at the seventh 
month, with a transverse presentation, and 
the membranes ruptured when dilatation 
amounted to only about three centimeters. 
A bag was used in the cervix to secure com- 
plete dilatation, and following its expulsion 
the baby was delivered by version and ex- 
traction. 

The breech extraction was done on a 
frank breech. The pelvic measurements 
were normal. The mother had had an in- 
testinal obstruction one and a half years 
previously following an appendectomy. 
While otherwise the age and the abnormal 
presentation might have led one to consider 
cesarean section, in view of the adequate 
pelvis and difficulty following abdominal 
procedures, the vaginal route was decided 
upon. 


LENGTH OF LABOR 


The average length of labor for the 22 
patients who delivered vaginally was 18 
hours. This compares favorably with that 
which can be expected of primiparae in 
general, but it must again be pointed out 
that early intervention in favor of the baby 
was the rule in these cases. The longest 
labor was 43 hours, the shortest 4.5 hours. 

Twelve of these patients had been mar- 
ried three years or less, and in this group 
the average length of labor was 20.2 hours. 
Nine patients had been married longer than 
three years and in this group (excepting 
one woman who used contraceptives until 
shortly. before conception occurred) the av- 
erage length of labor was 16.6 hours. Both 
the shortest labor of the series and the 
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longest occurred in the first group. These 
figures seem to contradict the theory of 
Meyers® that the comparative sterility and 
dystocia are both due to the same causative 
factors. 


FETAL AND MATERNAL DEATHS 


In the entire series there were two fetal 
deaths, or 6.6 per cent (table VI). One 
of these followed a difficult mid-forceps 


TABLE VI 
Cases per cent 
SS SO . ng céindecnnenedeeedewess 2 6.6 
Basesmel weeetnty cccccccsccceccesocsee None 
eT i anew ne 7 23.3 


delivery through a borderline contracted 
pelvis and probably represented an error in 
judgment on the part of the accoucheur. 
The other was a barely viable (seven cal- 
endar months), premature baby delivered 
by cesarean section from a severely toxic 
mother. The baby lived for several hours 
before succumbing. This death was appar- 
ently unavoidable. 

There were no maternal deaths. The ma- 
ternal morbidity was 23.2 per cent, which 
represented seven patients, three of whom 
had a mild pyelitis. The remaining mor- 
bidity occurred in vaginal deliveries except 
in one woman who developed thrombophle- 
bitis 14 days after cesarean section. 


WEIGHT AND SEX OF INFANTS 


The average weight of the infants at 
birth, excluding the two pound premature, 
was seven pounds two ounces. 

In the 28 cases where the sex of the in- 
fant was recorded there were 16 females, 
12 males. 

SUMMARY 

This relatively small series of cases, con- 
sidered alone, would probably yield no con- 
clusions of value. However, considered in 
conjunction with the existing literature, 
certain facts seem evident. Complications 
definitely appear to be more frequent in 
this class of patients, both prenatally and 
during labor and delivery. These compli- 
cations in turn necessarily lead to a higher 
operative incidence, and increased operative 
incidence would seem inevitably to bring 
about greater fetal mortality and maternal 
mortality and morbidity. The increase in 
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fetal and maternal death, however, would 
seem to depend in degree upon the skill of 
the attending obstetrician. It is apparently 
possible to keep the incidence of occurrence 
of fetal and maternal death down to a fiz. 
ure very close to the expected average for 
all pregnancies by providing adequate ob- 
stetric aid for these mothers. 

There is no reason to believe that the 
normal primipara in the late childbearing 
age should have more difficulty in preg- 
nancy and delivery than the younger primi- 
para. It follows, therefore, that age alone 
is no indication for operative intervention 
in these women. However, due to the fre- 
quency of complications, every elderly 
primipara should be carefully studied, with 
particular attention being given to the 
presence of fibroids, cephalopelvic dispro- 
portion and malpresentation, in order that 
these may be treated properly and prompt- 
ly, especially since mismanagement here 
may well mean that the last chance for 
motherhood has been lost to the patient. 

The majority of evidence tends to show 
that the babies born of elderly primiparae 
are of average size. 

There is no proof that one sex occurs 
more frequently than the other among 
children born to this class of patient. 
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DISCUSSION 


Dr. E. L. King (New Orleans): I do not think 
there is very much to be said except to dis 
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HERRING—The Elderly Primipara 


cuss the points Dr. Herring has brought forth. The 
sain point I feel should be stressed in connection 
with this paper is that we should not be unduly 
concerned about the cidezly primipara, we mean 
35 to 45; the ones 30 to 35 are eliminated from 
this class because we have so many women who 
are married late and start their reproductive career 
between 30 and 35. The main thing is that these 
patients deserve particularly careful watching. 
They need no better care, however, than any other 
obstetric case, if a man is taking care of his job. 
All obstetric cases require careful and constant 
attention through pregnancy. As brought out, the 
incidence of toxemia, breech, fibroids, contracted 
pelvis, is somewhat increased. Whether that is 
apparent or real is hard to say from a series of 
30 cases. If we watch these women, diagnose in 
time, supervise carefully during pregnancy and 
labor and prepare to meet the situation, I think 
we will be able to get by with practically no ma- 
ternal or fetal mortality. 


As brought out, the two babies lost could hardly 
be blamed on elderly primiparity per se. One was 
a premature child in a toxic woman and the other 
baby might have been saved if a different method 
of procedure had been adopted. That is the main 
lesson we should learn. Watch carefully, study 
carefully during pregnancy looking toward reliev- 
ing of complications, handle with the best of care 
during delivery and prepare to be more liberal re- 
garding cesarean sections and other types of op- 
erative procedure than with other cases, although 
not indiscriminately. 

The increased fetal value in these women should 
be seriously considered, with increased proportion 
of difficulties considered, such as breech, fibroids 
and contracted pelvis. 

Dr. J. W. Reddoch (New Orleans): We are 
grateful to have this subject brought so concretely 
to our attention. Everyone is of the impression 
that elderly primiparae offer obstetric problems, 
especially at delivery. Often we are agreeably 
surprised at the ease with which a given case 
terminates. Of the 30 cases here reported, only 
four had difficult vaginal deliveries, which is a 
much smaller number than one would expect. 
Cesarean section in breech cases, where age is a 
factor regarding future pregnancies, is good prac- 
tice, especially if there is any question of dispro- 
portion. 


It is not surprising that transverse presentation, 
oeciput posterior and other malpositions and pre- 
sentations, placenta previa, nausea and vomiting, 
‘oxemia and other complications of the prenatal 
Period, are higher in these cases than in younger 
patients, because of possible poor genital develop- 
ment and a resulting predisposition to such abnor- 
malities. The surprising thing, however, is the 
high incidence of contracted pelvis. This could 
Possibly be explained on endocrinologic grounds in 
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would like to know whether Dr. Herring has any 
plausible explanation of this, especialy in the group 
that marries late. 


Episiotomy and low forceps as a routine on all 
primiparae is a procedure that is safe in the hands 
of experienced men. I am quite certain that this 
procedure has cut the length of labor, the fetal 
mortality, fetal injuries, and fetal and maternal 
morbidity. There can be little doubt that per- 
ineums are saved, and the chances of postpartal 
infection, resulting from deep tears are markedly 
reduced. In my own experience the perineum 
has not always been as rigid as the vagina small 
and even though an episiotomy is done the vaginal 
end of the wound has often extended well above 
the original cut. Titus emphasizes this point and 
suggests that the vagina be ironed out in an effort 
to facilitate the delivery and save deep tears. Pos- 
sibly the advent of more or less routine episio- 
tomies and low forceps in all primiparae has par- 
tially solved the long labor difficulties in women 
who conceive late in their menstrual life. 


Analgesia is important in the management of 
the first stage, especially where there is cervical 
dystocia. These women are often nervously upset 
because of the fear of a long hard labor. They 
rightfully deserve every consideration that will 
aid them in seeing their labor to a successful end. 
This is especially true in the occiput posterior 
position, for in this condition the labor is often 
unsatisfactory and even younger women may have 
more tedious labors than their more fortunate 
contemporaries with an anterior position. I would 
also emphasize the importance of adequate fluids 
and nourishment during this period. It would 
seem that the age of the patient is of little im- 
portance in evaluating the case, or difficulty to 
be expected in-a given labor, but instead the im- 
portant point is the condition of the birth canal, 
cervix and pelvis. Sometimes otherwise young 
women have perineums and vaginas much older 
than their years would suggest, and are victims 
of long difficult labors often to the surprise of 
the attending doctor. 


Dr. Walter Levy (New Orleans): I am inclined 
to think fear of the elderly primipara is a bugaboo 
handed down through the ages. I am willing to 
say right here that given a pelvis that is not con- 
tracted, a uterus that is not a fibroid one, we 
should not fear type of delivery from below any 
more than in the normal young woman. As to 
contracted pelvis occurring more frequently in el- 
derly primiparae, I am inclined to agree that this 
goes along with a general hyperplasia. 


The question of breech in the elderly primipara 
brings up discussion. We know that fetal mor- 
tality in breech is 6 to 8 per cent. Since the 
elderly primipara is perhaps having her last chance 
at a baby, I am rather inclined that section should 
be elected. 
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As to toxemia, I think that this toxemia proposi- 
tion in so-called elderly primiparae is due in a 
measure to age. These women are approaching 
the vascular renal age where blood pressure is up 
and kidneys are not as good as in younger women; 
add to this the strain of pregnancy, and toxemia 
is more likely to occur. 

Another point is whether the woman is married 
for any length of time, or recently. The woman 
recently married is not necessarily the hyperplastic 
type. I do not think there is necessarily more 
cervical rigidity. 

Dr. Herring (In conclusion): Prophylactic for- 
ceps in primiparae has become almost routine pro- 
cedure with us. There is considerable disagree- 
ment as to the advisability of this. However, I 
certainly advocate low forceps and episiotomy in 
elderly primiparae. 

Increased perineal rigidity is important. There 
is danger of perineal tears with result of infection. 
In regard to sedation as a factor in the relaxation 
of rigid cervices, I heartily agree. We see more 
rigid cervices in neurotic and nervous women, an- 
ticipating difficulty, than from any other cause. 
We notice that even younger women, afraid of 
labor and pregnancy, usually have a tendency for 
the cervix to dilate slowly. 

In regard to dry labor, I would say one series 
reported by a British author tends to show defi- 
nitely that dry labor is a factor in increased mor- 
bidity and fetal mortality. I do not think I can 
agree with him for the reason Dr. Levy brought 
out. We need not fear it except where mem- 
branes rupture early with malpresentation. 

Whether or not elderly primiparae have toxemia 
more than elderly multiparae, I do not know. 
There are probably renal and cardiac changes in 
both. I am of the opinion that probably elderly 
multiparae show increased incidence of toxemia 
also. 
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GERIATRICS* 
A SYMPOSIUM 


A GENERAL DISCUSSION OF THE 
PROBLEMS OF OLD AGE 


I. L. ROBBINS, M. D.? 
New ORLEANS 


In the year of 1914 Nascher! coined the 
term geriatrics to indicate the study of the 
senile organism. Greatly impressed by the 
lack of interest on the part of the profes- 
sion in the senescent and his medical 
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problems; aware of the acceptance of old 
age as a disease and as a cause of death 
hy the majority of physicians; alive to the 
notable lack of information concerning the 
anatomy and physiology of the period of 
involution and alert to the dearth of rele. 
vant medical information concerning the 
disorders peculiar to old age, he became 
convinced that if senescence was to receive 
the consideration it justly deserved it must 
be given a name and thus bestow upon it 
legitimacy, dignity and recognition as a 
medical specialty. 


LITERATURE 


Since the days of antiquity a voluminous 
literature concerning old age has accumv- 
lated. Most of this literature is of a liter- 
ary and philosophic nature. The magnifi- 
cent descriptions of old age; the penetrat- 
ing insight into the psychologic processes 
ef senescence are a source of admiration 
and wonder to the reader. Thus for ex- 
ample, Shakespeare in Henry IV has the 
Chief Justice say to Falstaff: “Do you set 
down your name in the scroll of youth, that 
are written down old with all the charac- 
ters of age? Have you not a moist eye, a 
dry hand, a yellow cheek, a white beard, a 
decreasing leg, an increasing belly? Is not 
your voice broken, your wind short, your 
chin double, your wit single, and every part 
about you blasted with antiquity? And 
will you yet call yourself young?” And to 
cite yet another example from the Bible: 
“Now King David was old and stricken in 
years, and they covered him with clothes 
and he could get no heat. Wherefore his 
servants said unto him: Let there be sought 
for my Lord the King a young virgin; and 
let her stand before the king and be a com: 
panion unto him; and let her lie in thy 
bosom, so that my lord the king may get 
heat. So they sought for a fair damsé 
throughout all the borders of Israel and 
found Abishag the Shunamite and brought 
her to the king. And the damsel was ver! 
fair; and she became a companion unto the 
king, and ministered to him, but the king 
knew her not.” Most of the essays concer 
themselves with rules of conduct and hy: 
giene necessary to the attainment of a 
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advanced age as in the celebrated book, The 
Art of Living Long, by the Venetian cente- 
rarian, Louis Cornaro (1467-1566), in 
which he stresses sobriety in all things as 
a means to attain longevity. The conquest 
of life and the achievement of youthful im- 
mortality, has from time immemorial in- 
trigued the thinkers of all nations. Often 
in the fantastic search for the elixir of life 
and youth, unforeseen good for the better- 
ment of mankind has resulted; thus the 
transformation of mystical medieval al- 
chemy into scientific modern chemistry. 
Also it was the search by Ponce de Leon in 
1513 for the fabulous island of Bimini, with 
its marvelous fountain whose waters would 
restore old men to their youth and which 
had wonderful curative powers, which 
led to the discovery of Florida. In 33 B. C. 
Cicero wrote his famous “De Senectute” 
which is considered to be the most graceful 
moral essay of antiquity. In it he attempts 
to refute the charges that old age is 
, wretched. 


Geriatrics had its origin in the year 1724 
when Sir John Floyer wrote his treatise on 
“Medicina Gerocomica: Or The Galenic Art 
of Preserving Old Men’s Healths.” Floyer 
was afflicted with asthma, lived to be 90 
years of age, wrote a classic treatise on 
asthma, and was the physician who advised 
Boswell’s Samuel Johnson to be touched by 
Queen Anne for the scrofula or the king’s 
evil. The same Samuel Johnson who wrote, 
“My diseases are an asthma and a dropsy 
and what is less curable 75 years.” 


Despite the pioneer work of Nascher, 
Thewlis and others, interest in geriatrics 
continued to lag. The lack of spectacular 
achievement and lasting improvement plus 
the more remunerative inducements in other 
fields have been held responsible. Recently 
however, there has been a resurgence of in- 


terest in geriatrics. The reasons for this 
are several. In the last few years pertinent 
problems of the population have been poised 
before the profession for its serious con- 
sideration as a medical problem that looms 
big for the future. The birth rate in the 
United States has continued steadily to de- 
cline. The reduction in infant and adoles- 
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cent mortality continues apace. The tre- 
mendous strides made by preventive medi- 
cine have decreased the number of prevent- 
able deaths and increased those non-pre- 
ventable, with the result that more persons 
now do and will continue to reach old age 
and consequently succumb to degenerative 
diseases. And finally the limitation of im- 
migration has cut down tremendously the 
influx of the young and healthy into the 
country. The consequences have led to a 
two-fold situation: First, the total popu- 
lation of the United States is approaching 
stabilization and possibly beginning to de- 
cline; second, the people of this country are 
becoming, as Dublin states, a “nation of el- 
ders.” The older population is relatively 
and absolutely increasing. The report of 
the committee on population problems, May 
1938, states that while in 1930 there were 
1z million children under five years of age 
and six and a half million people over 65 
years of age, with the present trend by 1980 
there will be six and a half million children 
under five and 22 million persons over 
65 years of age. That this situation must 
eventuate in tremendous changes in the 
standards and ideals of the social and eco- 
nomic pattern of the country is obvious. 
Already old age pensions and legal restric- 
tion of child labor are straws in the wind. 
The older groups will be given increasingly 
more consideration. They will become a 
greater influence in political life, and the 
physicians of the future, because geriatrics 
will become an important branch of medi- 
cal practice, will devote their talents to 
many unsolved problems of senescence. 


INCREASE OF LIFE EXPECTANCY 


The mean length of life has considerably 
altered during the past several generations. 
In the sixteenth century it was 21 years; 
in Massachusetts in 1800, 35 years and in 
the United States in 1938 it was 61 years. 
The increase has been accomplished through 
the salvaging of life during the periods of 
infancy, childhood and adolescence. In the 
latter years of life little of any consequence 
has been added to the life span. Although 
soon, we may reach the psalmist’s predic- 
tion of “three score years and ten” and with 
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perhaps some sorrow and travail an exten- 
sion to “four score”, authorities believe that 
the life span in humans will never exceed 
one hundred years. Dublin? states that the 
elimination of the following particular dis- 
eases would bring about an increase in the 
mean length of life to the following extent. 
No deaths from cardiovascular renal dis- 
ease would add 7.2 years to the average life 
of the white male, and 7.5 years to the aver- 
age life of the white female. No deaths 
from cancer would add 1.1 years to the 
male; 1.8 years to the female. No deaths 
from tuberculosis would add 1.1 years. No 
deaths from accidents would add 2.1 years 
to the white male; 0.8 years to the white 
female. No deaths from diabetes would add 
0.2 years to the white male; 0.4 years to 
the white female. This would indicate the 
directional effort to be pursued in an effort 
to affect a prolongation of life. From our 
present knowledge of degenerative diseases 
this remains a pious wish to be consum- 
mated in the distant millenium. 


Geriatrics, Golub* states, may be defined 
as that “branch of medicine dealing with 
the diagnosis and treatment of diseases pe- 
culiar to old age and of other diseases in 
the light of the peculiarities of old age.” 
The measure of old age is time; time, con- 
sidered in the physiologic sense rather than 
the chronologic. Thus progeria may occur 
in early childhood and ateliosis in senility. 
Senescence is a problem, individual and 
distinct, for each person. Consequently the 
age at which geriatrics should be invoked 
is variable, but usually 60 to 65 years is 
accepted. 


Geriatrics is based upon three funda- 
mental principles so well enunciated by 
Thewlis*: (1) That senility is a physiologic 
entity like childhood and not a pathologic 
state of maturity; (2) that disease in senil- 
ity is a pathologic condition in a normally 
degenerating organ or tissue, and not a dis- 
ease such as found in maturity, complicated 
by degenerations; (3) that the object of 
treatment in senility should be to restore 
the diseased organ or tissue to the state 
normal to senility and not a restoration to 
the state normal in maturity. 
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Charcot,® in 1881, indicated the study of 
senescence from three different view- 
points: (1) Maladies special to old age. Of 
these may be mentioned: Parkinson’s dis- 
ease, osteoporosis, Paget’s disease, prostatic 
hypertrophy, cerebral arteriosclerosis, and 
conditions conducive to lowered basal meta- 
bolic rates; (2) maladies presenting a spec- 
ial character in old age. Here, Rolleston’s 
remark that “often the organs suffer in 
silence” must be borne in mind. Quite 
often appendicitis and pneumonia may be 
asymptomatic; (3) the immunities, relative 
or absolute, to certain diseases in old age. 
The acute and infectious diseases of child- 
hood, as measles and pertussis, rarely affect 
the old. Barker® cites Rolleston and Mayo 
to call attention to the fact that hypothy- 
roidism is not uncommon. Hence, writes 
Barker, “old people complaining of lethargy, 
slowness of thought, tendency to drowsi- 
ness, preternatural susceptibility to cold, 
dryness of skin and obesity” should always 
have a basal metabolic rate determination. 

CLASSIFICATION OF OLD AGE 

Old age is of two varieties: First, physio- 
logic or biologic old age (the age of senes- 
cence). This is the healthy normal old age. 
There is a gradual diminution of functional 
activity corresponding with atrophic and 
involutionary changes in the structures of 
the tissues and organs. The inherent vital- 
ity of the circulatory and nervous systems 
are conspicuous. _ This type is rare. War- 
thin,? in 38 years saw only 25 autopsies in 
which the diagnosis of intrinsic senile 
death with the lone finding of myocardial 
atrophy and inadequacy could be made. 
Second, pathologic or abnormal old age (the 
age of senility). This results from patho- 
logic causes produced by hereditary defects, 
infections, intoxications and environmental 
accidents. When the pathologic processes 
hasten the aging of a vital organ or tissue, 
especially the nervous or circulatory, patho- 
logic old age results. In this type are noted 
incapacity, pain, suffering, decrepitude, and 
the individual a burden both to himself and 
his family. 








SYMPTOMS OF OLD AGE 


Barker,® in a study of 300 patients of 60 
years of age and upwards to determine the 
commoner symptoms of old age and the ab- 
normal findings elicited by physical and lab- 
cratory examinations, noted that the chief 
complaints in the majority involved those 
referable, in the following order of fre- 
quency, to the: (1) nervous system; (2) di- 
gestive system; (3) circulatory system; 
(4) locomotive system. The examinations 
revealed the most numerous maladies to be 
in the domain of the: (1) circulatory appa- 
ratus; (3) nervous system; (3) locomotive 
apparatus; (4) digestive system. Oral sep- 
sis, pyorrhea and abscessed teeth were rela- 
tively common findings. 


The symptomatology of old age is often 
vague and indefinite. Many conditions are 
asymptomatic. Pain is often absent or neg- 
ligible. The temperature rises to lesser 
peaks and vomiting is frequently absent in 
disease in old age. Gastric complaints often 
have a cardiac origin. 


TREATMENT 


The treatment of the aged is one that 
calls for tact, sympathy and consideration 
on the part of the physician for the patient. 
The old person, standing on the brink of 
life, is frequently depressed and impatient 
at the slow results obtained. He is often 
garrulous, readily fatigued, apprehensive, 
nervous and suspicious. He is often resolute 
in his preconceived notions of diagnosis and 
treatment. He is often overly anxious con- 
cerning his bowels. He may over indulge 
himself in food, but more often partakes of 
a diet at once restricted, inadequate and un- 
necessary. The waning of the sexual pow- 
ers, particularly in the male, often causes 
much concern. A regimen that makes for 
functional activity, mental and bodily, post- 
pones the advent of morbid old age. 
Rolleston® aptly remarks that there is “more 
danger to the individual rusting out than 
Wearing out.” Keep the patient occupied 
and out of bed is the consensus of gerontol- 
ogists. It is well to remember that alcohol 
and tobacco in moderate use do not curtail 
life, and enforced abstinence often creates 
amorbid state. The physician should avoid 
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attempts at sexual rejuvenation. Urge a 
life of hobbies or interest in athletic and 
intellectual matters. Avoid drastic treat- 
ment. Use judiciously such sedatives as 
the bromides, barbital and digitalis as they 
miay induce psychoses which may be mis- 
taken for the mental aberrations incident 
to brain changes in the senile. Catharsis is 
bad. For the fecal impaction common to 
senility and mistakenly considered as ob- 
stipation, use lubricating oils and enemata. 
Avoid strenuous examinations and the cor- 
rection of inconsequential physical defects. 
The patient should avoid cold weather and 
if possible spend the winter in southern 
climes. Impress the patient and person in 
old age with the facts that moderation in 
all things, sobriety, self-control, and calm- 
ness are conducive to a happy, useful, con- 
tented and prolonged life. 
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NERVOUS AND MENTAL ASPECTS 
OF OLD AGE 


T. A. WATTERS, M. D.t 
NEw ORLEANS 


In the normal person, the brain reaches 
its maximum weight at 30 years, and the 
personality functions and capacities reach 
their maximum development between 40 
and 50 years, following which time there 
is a turning point and regression. We know 
that maturity in the normal person is that 
point where the personality reaches its 
fullest organization and integration, as a 
result of the formative and training period, 
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and thus, lends itself to features and iden- 
tifying data from which it can be char- 
acterized and predictions made—hence 
character. 

From this point on the personality may 
live a fuller life, and achieve many things. 
Nevertheless, from the standpoint of 
mental make-up, organization, and integra- 
tion, it remains pretty much the same until 
the turning point between the age of 40 
and 50 is reached, at which time the earliest 
changes in personality are seen in some pa- 
tients. As a rule, however, there is flexi- 
bility, adaptability, and compatibility, until 
the turn is made at 55. From this point on 
at any time, features may show themselves 
which are considered those of the senes- 
cence. A point to be remembered, however, 
before considering any nervous and mental 
disorders of this period of life, is the fact 
that innumerable reactions follow the per- 
son into this particular period. For exam- 
ple, psychoneurotic reactions are not rare 
at this time, especially hypochondriacal af- 
fairs, anxiety states, and minor reactions 
that do not lend themselves to categorical 
classifications, major psychotic reactions 
such as depressions, recurring at this par- 
ticular time as a phase or episode in itself, 
or more characteristically coming on at the 
sexual turning point in life when there is 
an endocrinologic and physiologic readjust- 
ment; this is especially so in the female, 
certain manic reactions that take on a 
chronic form; schizophrenic reactions that 
have been more or less dormant, but come 
out as a result of arteriosclerosis; latent 
epileptics having shown themselves hitherto 
by equivalents and petit mal, who at this 
period begin to have convulsions; psycho- 
pathic personalities with or without alco- 
holism; paresis and taboparesis with psy- 
chotic features; chronic encephalitis with 
Parkinsonism; pernicious anemia, especial- 
ly some forms with personality disturb- 
ances; toxic affairs associated with cardiac 
deficiency, uremia, and diabetes; the 
generalized presenile brain involvement 
called Alzheimer’s disease, and the more 
focal involvement of the frontal temporal 
lobe called Pick’s disease. 
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DISORDERS ASSOCIATED WITH SENILITY 
We must confine ourselves, however, to 
the disorders directly associated with the 
senile period, but before going further, it 
is well to remember several points: First, 


in some instances it is most difficult to 
differentiate a senile psychosis from a nor- 
mal change of senescence; second, it is al- 
most impossible to separate the arterio- 
sclerotic factors from those that are the 
results of senile processes, in other cases; 
third, before attempting to evaluate any of 
these reactions, a knowledge of the pre- 
psychotic personality is necessary; fourth, 
at one time much consideration was given 
to classification of the various disorders in 
the field of psychiatry—whether senile, 
arteriosclerotic, or otherwise. However, 
now such fine, and in many cases, imprac- 
tical distinctions are not catered to. There- 
fore, at present usually one limits himself 
to the two broad groups—senile reactions 
and arteriosclerotic reactions. 

Senile changes may show themselves as 
a difficulty when new circumstances have 
to be met because of the lack of flexibility 
and the general slowing of personality 
functions often revealed as an inability to 
assimilate new ideas, showing a passivity 
to anything that might shake their think- 
ing habits developed through the years. In 
the face of this, may be a remaining, 
though limited ability to create and com- 
bine new thoughts within himself, but not 
so much those of the other fellow. There 
is a tendency to empty chatter, monosyl- 
lables are used more frequently, and words 
that modify are found less frequently in 
the flow of talk. Many old people are 
highly impressionable, or even hypersug- 
gestible to certain ideas, making them 
vulnerable to people who appeal to their 
interests and strivings,! quite often leading 
to a serious liability, inasmuch as they may 
be preyed upon, or fall into the hands of 
clever crooks. In the main, all mental tasks 
become more trying, the failure or success 
in carrying them out being dependent upon 
their complexity; activities are reduced 
calling for an increase in time and effort 
for their performance so that at times, even 
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the most menial family task meets with 
failure. 


The patient’s emotional processes be- 
come narrowed, even to a blunting of af- 
fection for his family and friends. Other 
times the emotions become more labile, so 
that there is an hyper-reaction to trifles, or 
an overdisplay of joy and sorrow, even to 
the point of gross discomfort. The altruis- 
tic sentiments may be lost, leading thereby 
to unsympathetic trends for the sufferings 
of his fellow men. 


There is an impairment in the capacity 
for abstract thinking and with growing 
egocentricity his thoughts center more 
upon himself, his body, and its care; in 
some cases much time may be devoted to 
health, and new fads for longevity in- 
dulged. Thoughts also may follow the path 
of reminiscence, or they may cater to 
philosophic contemplations, pertaining to 
death and the hereafter. 


The habits may decline as shown by the 
neglect of personal tidiness, the disregard 
of personal proprieties and social conven- 
tions. The skills deteriorate, automatic ac- 
tions slipping into clumsy, undependable 
ones, and added to the picture may be a 
tremor that becomes an extremely disturb- 
ing factor. Often there is a pulling away to 
oneself with long periods of isolation. Per- 
sonal effects may be misplaced, things of 
no real value are hoarded, and quarrels 
grow out of supposed meddling on the part 
of other members of the family. Instinctive 
tendencies may become manifested in a 
crude way, and conversation may contain 
more allusions to sex and its implications; 
especially so in an individual whose mate 
is deceased. Personal hazards may not be 
properly appraised, such as traffic lights, 
street crossings, and auto driving.” 


The memory may become fickle, first 
with regard to names, then progressively 
other things, especially new experiences. 
In some cases the memory is so capricious 
as to recall pleasant experiences, but not 
unpleasant ones, thus, lending to the devel- 
opment of a state of irresponsibility about 
personal and business affairs. 
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In many cases the progress of disturbed 
personality functions follows the lines of 
asocial behavior sufficiently to reveal the 
earmarks of a psychosis. A marked re- 
duction in business or professional pur- 
suits, or a change in character anti-date 
other symptoms by a considerable period 
of time, the family rather looking upon 
these changes as signs of dotage, the results 
of loneliness, discontent, isolation, or as 
“just the lack of adaptability of an aged 
person,’® and unfortunately do not recog- 
nize the presence of a psychosis before se- 
rious harm has been done. Then, slowly 
but progressively, the change in personality 
or character is found to be more serious 
than merely the caricaturing of personal 
eccentricities. Outward appearance may be 
good and a pleasant demeanor preserved 
in the face of considerable changes other- 
wise. Thus, there is the picture of uneven 
deterioration which is one of the very worst 
forms of psychotic onsets. What formerly 
was economy becomes penuriousness; what 
formerly was firmness becomes stubborn- 
ness; and what formerly was precaution, 
becomes suspicion and distrust. 


The emotional processes may react in 
extremes, sudden outbursts of anger being 
frequent, even to the point of murder. On 
the other hand the emotions may take the 
form of elation or depression, the latter 
being associated in some cases with anx- 
iety, in others with agitation, each one 
carrying with it the possibility of self- 
destruction. 


Suggestibility may be heightened in a 
negative or a positive way, either form re- 
acting to the patient’s disadvantage because 
of being preyed upon by unscrupulous 
people. As a result of the former he may 
find himself at odds with and unjustly 
treating his own heirs and lifelong friends; 
with the latter he may become the victim of 
swindlers. As a result of general slowing 
up and gross disorders in perception, and 
the span and intensity of attention, mem- 
ory fails in all spheres, starting with dif- 
ficulty in recalling recent events, continu- 
ing until finally the recollection of remote 
incidents is involved, in some cases the 
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person being able to remember only the 
very earliest events of his life. There may 
be confabulation or the filling up of the 
gaps with fabricated material; disorienta- 
tion in some cases may be complete; con- 
fusional states may occur frequently. Of- 
ten, extreme agitation is a factor, showing 
itself at times in the form of night prowling 
or a delirium, during which the patient’s 
activities take on the form or coloring of 
his former work. 


Sleep may become so involved as to have 
a complete inversion of hours, the patient 
sleeping during the day and prowling or 
indulging in an occupational delirium dur- 
ing the night. 

Quite frequently there are delusions of 
being robbed and the family is often im- 
plicated. Jealousy feelings, convictions of 
marital infidelity, persecutory delusions, 
(especially at night), hallucinations, both 
auditory and visual may also be present. 
There are great dislikes or the actual hat- 
ing of his family, the earliest signs being 
recognized by the fact that the will has 
changed, the property transferred, all of 
such a nature as to jeopardize the reputa- 
tion and security of himself and his fam- 
ily. Fear of poisoning may keep him from 
wanting the kind of food he has eaten for 
years, such belief being frequently asso- 
ciated with the conviction that his family 
have designs on his money, and, therefore, 
are trying to rid themselves of him. A 
grave possibility in some cases is fire- 
setting, either through carelessness or de- 
liberation. There may be talking sprees 
and liveliness may flow into a continual 
restlessness, the restlessness blowing into 
a picture of continuous activity which if 
not curtailed may lead to exhaustion. 

Sex may become a serious problem, es- 
pecially in cases where desire has re- 
mained, but the capacity is lost. Such pa- 
tients, especially men, are at times a real 
menace, being prone to exhibitionism, per- 
versions, or criminal assault, the latter 
usually being made upon a small child and 
often ending in murder. In those cases 
where capacity is not lost, there may be 
adventures apart from his former stand- 
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ards of behavior. Often there is a sudden 
becoming “young again,” and the marrying 
of some young woman that is sanctioned 
or not sanctioned by the family; others 
also marry but in doing so become the vic- 
tims of marriage racketeers, who seek his 
money and property. His whole ethical 
make-up may undergo changes sufficiently 
to divest him of the social inhibitions iden- 
tifying him over the years as a man of 
character and repute. Thus, he becomes a 
self-willed person directed towards the 
“joys he has missed” over the years or 
those he feels he will very shortly lose. 


PHYSICAL DISTURBANCES 


Physical disturbances in senility are fa- 
miliar to all of us; however, a few that 
deserve special mention are: Vertigo, slow- 
ing and harshness in speech, tremor, 
chorea, convulsive phenomena, bladder dis- 
orders, paraplegia and apoplexy. As a rule, 
there are arteriosclerotic factors present, 
when there are convulsive or apoplectic 
signs, but at times these are exceptions. 


Arteriosclerotic reactions are also com- 
mon to the senium and are often quite dif- 
ficult, if not well nigh impossible, to dif- 
ferentiate from the senile reactions. Such 
reactions as a rule, show neurologic dis- 
turbances that bespeak their presence, and 
thus show evidence of focal involvement. 
On the other hand, the reaction may be 
diffuse in nature and thus fully simulate 
the senile affair. The prodromal signs 
sometimes are of long years’ standing and 
precede the more dramatic, disabling dis- 
orders. For instance, there may be head- 
ache, head pressure, dizziness, buzzing in 
the ears, scintillating scotomata, and faint- 
ing spells occurring some time before con- 
vulsions, hemiplegias, hemianopsias, apha- 
sias, or apraxias. In contrast, the com- 
plaints may be those of lack of initiative, 
difficulty in getting started or keeping 
going, reduction in endurance, and what 
formerly were simple tasks mentally, now 
become overpowering ones, causing fatigue 
and brain fag. Depressive tendencies and 
anxiety outbreaks may occur. On the other 
hand the emotions may not settle into any 
one pattern, but rather become extremely 
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labile and, thus, give rise to serious out- 
bursts of anger or hate, followed often by 
amnesia. In other cases there may be 
laughing and crying spells which are out 
of the control of the patient, and are de- 
scribed as painful experiences, their pres- 
ence often revealing involvement of the 
thalamus. There may also be periods of be- 
wilderment, attacks of confusion, and 
wandering spells. 


In some cases, the very earliest sign may 
be a slow but steady decline in business 
which speaks for faltering judgment and 
faulty planning. Others show a decline in 
personality functions through exhibitions 
of vulgarity and erotic behavior; others 
through grandiose ideas and extravagance; 
through decline in attention to personal 
hygiene and habits; through disinterest 
and apathy; throug-h difficulty in concen- 
trating, dulness in grasp, and retardation 
in general responses; through disorienta- 
tion, defective memory, retention and con- 
fabulation with obviously impaired judg- 
ment. 


Speech frequently is involved as shown 
in scanning, slurring, or disturbances in 
the more symbolic functions that occasion 
aphasia. Only too often a patient with an 
aphasia or paraphasia is mistaken for a 
psychosis; the same for paragraphia. Such 
a mistake is unpardonable in the average 
case and points out the necessity for the 
attending physician to appraise carefully 
the speech disability and get in contact with 
the patient through some route that is in- 
tact or functioning sufficiently for recep- 
tion. Also the physician should make care- 
ful notes at the time in order to protect the 
patient and the family perhaps a year or 
so later in court. 


TREATMENT 

In considering treatment, it is well to 
remember a very interesting statement 
once made by Bleuler: “Senility often be- 
comes a disease only as a result of the sud- 
den cessation of the ordinary attractions 
of life.”> The fundamentals of treatment 
for these reactions I believe rest on this 
premise-—keep patients interested and 


stimulated in a way that is commensurate 
with their mental and physical ability. 


Their habits must be regulated, the diet 
well-balanced and carrying sufficient quan- 
tities of vitamin B, the emunctories at- 
tended to, and the clothing of proper weight 
and warmth. In arteriosclerotic conditions, 
reduction of meat and salt is encouraged by 
certain workers. Alcohol is to be avoided, 
except in the exceptional cases where it is 
used sparingly as a stimulant or appetizer. 
Sex relations, if possible, are thought by 
many authorities best to be kept at a mini- 
mum not only from the standpoint of physi- 
cal exertion, but also from the standpoint 
of conservatism of the secretory functions. 
Steinach’s operation has been encouraged 
in some quarters for certain senile dis- 
orders but little consideration has been 
given to it in psychiatric conditions. In 
some cases where sedation is needed, seda- 
tive baths with warm milk drinks are pre- 
ferred to drugs. However, at times the in- 
version of sleep habits, night prowling, or 
nocturnal deliria may warrant the use of 
sedatives, and barbiturates are considered 
the drugs of choice since they are quickly 
eliminated. Some authorities claim that 
opium in doses of 0.03 gram administered 
at night time, will serve to induce sleep, 
and if used, for a period of ten days to two 
weeks, will reestablish the normal sleep 
rhythm. In certain patients, the same au- 
thorities feel that two or more doses may 
be necessary in order to build up the new 
habit, say doses at six and eight, or doses 
at four, six and eight o’clock in the eve- 
ning. My own feeling is that sedatives 
must be used very carefully, if at all, for 
the reason that they may be the cause of 
additional trouble. Bromides certainly 
should be used with care. Old people do 
not have the metabolism and excretory 
functions of younger folks, and thus, may 
develop toxic effects very quickly. If hy- 
drotherapy is available and there are no 
medical contraindications to its use, it is 
the procedure of choice. 


Certain patients, because of poor judg- 
ment and hypersuggestibility that render 
them susceptible to business sharks, war- 
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rant a legal guardian in order to safeguard 
their personal and family’s interests. In 
those cases, where there is disorientation, 
confusional periods, and wandering spells, 
an attendant is necessary in order to keep 
the patient from falling and fracturing a 
hip bone, wandering off at night, possibly 
meeting with foul play, or being run down 
by an automobile. 


In those cases of extreme agitation, those 
of depression, with possible suicidal ten- 
dencies, those given to emotional outbursts 
of anger and hate with destructive and 
homicidal tendencies, those reckless with 
fire and gas jets, those who are filthy in 
habits, especially with regard to the emunc- 
tories, those who are dangerous because of 
the possibility of sex crimes, institution- 
alization is imperative. The mistake is only 
too often made, however, of putting those 
persons in institutions who are safe and 
much better off outside, simply because 
their children and family do not want to 
be bothered with them, and those who 
really should be institutionalized are not 
incarcerated. By the latter, I refer par- 
ticularly to senile patients in whom deterio- 
ration has progressed in an uneven way— 
the ethical and sexual functions having be- 
come involved, yet their memory and judg- 
ment remaining fairly well preserved. Such 
cases cause untold trouble at times. 
Granted, however, that institutionalization 
is necessary, it is to be remembered that 
an aged person moving from an environ- 
ment with his set of adaptations of years’ 
standing, into an institution in which there 
must be an adaptation along set lines, faces 
a difficult adjustment and the more so, the 
less psychotic he is. At any rate he should 
not be left in an institution any longer than 
necessary. There have been many aged 
people who would have lived a fuller and 
longer life had it not been for the designs, 
intolerance, and selfish motives of children 
and relatives, and their quickness and 
eagerness to rationalize the trouble on a 
psychiatric basis. 


In some sections of the country there are 
homes that are sought after, highly desira- 
ble for old people wherein the aged of suf- 
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ficient means can go, and because of the 
sympathetic and understanding atmosphere 
have years added to their lives. In these 
homes, their lives are reorganized and 
there is incentive and competition set up 
on a healthful scale. Along these lines 
should be mentioned Lillian Martin’s work 
in San Francisco.? Her work has grown up 
around the objective of trying to salvage 
and reorganize the lives of many old people. 
She first carries out psychologic tests, in 
order to establish the patients’ intelligence, 
memory and observation ; then studies their 
life objectives; then finally stimulates them 
to analyze themselves in this fashion and 
to make and carry out a plan for the better 
use of themselves in their remaining years. 
Her results have been very gratifying and 
she has come to feel that old people who 
are non-psychotic and whose physical con- 
dition will permit, must be stimulated more 
and protected less.* 


In arteriosclerotic patients the state- 
ments given above more or less apply. How- 
ever, to be remembered is the fact that 
neurologic disabilities are present and ad- 
ditional ones may be in the background. 
After a cerebral catastrophe, whether it 
be ischemic, angio-spasmodic, thrombotic, 
hemorrhagic; whether the lesion is single 
or multiple, it must be remembered that 
time is needed, and good judgment must be 
used, in order not to favor a recurrence of 
a new catastrophe before the patient is al- 
lowed to return to his activities. The return, 
therefore, must be a gradual one. There 
should be protection exercised against any 
profound emotional disturbances, because 
the blood vascular system may not be suf- 
ficiently adaptable to meet them with im- 
punity. As conditions improve, then per- 
sonal application should be such as to keep 
the patient reasonably well occupied, but 
always in a way that is satisfying and 
within limits of his physical capacity. 
Iodides still find a place in the treatment 
of these disorders. 


In those cases where a serious neurologic 
disability, such as convulsions, hemiplegia, 
or paraplegia, with bowel and bladder dis- 
turbances, is present, hospitalization, with 
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specialized medical assistance, and good 
nursing care is absolutely necessary. 


SUMMARY 


The problems and management of our old 
people should be taken more seriously. In 
some countries they are highly respected 
and even venerated, especially where the 
structure of their philosophic and religious 
teaching is built around ancestry worship. 
However, in this country we must recog- 
nize the fact that our religious and social 
philosophy, theoretically and practically, 
has not been such as to meet this issue; 
thus, we have not been geared to a social 
set-up that has catered to the aged. In 
the rush of the group to settle and develop 
the resources of a new country, and the 
rush of the individual to acquire financial 
success and independence as measured in 
terms of our highly standardized comforts 
and luxuries, the older members of the 
family have been taken too much for 
granted, and when proved troublesome, 
were emancipated from the family circle 
in one way or another. The World War 
and depression, migration to the cities, 
and building of apartments did not help 
matters. Slowly the family unit has be- 
come smaller and the aged dealt with more 
intolerably, until they have become a politi- 
cal football and now stand on the threshold 
of governmental regimentation. Is this for 
the good, in the face of youth also being 
regimented by governmental agencies, and 
also by powerful and evil forces in society, 
that are known to all of us? 

It is thought by many good minds that 
larger family units, like of old, are needed 
in our country. The old carry and impart 
wisdom, and serve a necessary and health- 
ful influence upon the whole family. Cer- 
tainly a new and better culture can be 
achieved on this score if both the young 
and old will make concessions. The old must 
learn to respect the self-government and 
judgment of their children, and avoid criti- 
cism, rebukes, and parental attitudes of 
authority; and the young must learn to 
practice patience and tolerance towards the 
peculiarities of their aged parents and 
grandparents.® 
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It might be well, therefore, to encourage 
the development of this new culture, where 
the old and young can live more happily 
side by side. Surely grandparents in the 
home can be nothing but a healthful and 
helpful influence to growing children. 
Their very presence will teach through pre- 
cept, filial duty, and family responsibility, 
lessons that are vital to a period where they 
are rapidly being lost;'® if our democratic 
spirit as such is to live, they must be rapid- 
ly restored. 
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The care of the aged has not interested 
the medical profession as it deserves. Due 
to advances in medical science, longevity 
has greatly increased; owing to the control 
of epidemic diseases and progress in pre- 
ventive medicine the number of aged that 
deserve careful medical attention is con- 


stantly increasing. In colonial days the 
age of expectancy was 25 to 35 years, while 
in 1936 it had risen to 61 years. Normal 
physiologic age is senescence, while abnor- 
mal pathologic age is senility. The latter 
is the result of degenerative processes and 
if the causative factor or factors can be 
eliminated, it is possible to maintain an in- 
dividual in a state of senescence, postpon- 
ing for many years the condition of senility. 
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“An individual is as old as his arteries” 
is a frequent quotation, but I believe that 
this should be changed to—an individual 
is as old as his heart muscle. While the 
heart beats there is life, and one dies from 
failure of the heart, whether it be from 
trauma, infection, or degeneration. Wil- 
lius, in an examination of 700 persons be- 
tween the ages of 75 and 96, found that 45 
per cent had no clinical evidence of heart 
disease, but, he states, “often the heart fails 
with little previous evidence of myocardial 
disease and with little of the usual picture 
of congestive heart disease.” Electrocard- 
iographic tracings show no_ constant 
changes but brown atrophy of the heart 
muscle is a well recognized finding in au- 
topsies on the aged, and in my experience 
the cardiorespiratory test of Frost almost 
invariably denotes myocardial weakness. 
By conserving the heart muscle it is pos- 
sible to prolong the life of many of these 
patients, who if left to their own resources 
would suffer from heart strain and early 
death. Death may be due to an acute in- 
fection, to trauma, or to coronary throm- 
bosis, but even in the latter condition, by 
careful regulation of their daily lives it is 
possible for such patients to live in com- 
fort for many years. What can be accom- 
plished is evidenced by the following case 
reports. 


CASE NO. 1 


A. B., was seen first in 1912 at the age of 70 
years with hypertensive heart disease and dilata- 
tion; pulmonary edema and congestive nephritis. 
Withdrawal from business, installation of an ele- 
vator in his home and rest resulted in complete car- 
diac compensation. Death finally resulted from 
coronary thrombosis at the age of 90. 


CASE NO. 2 
Miss F., aged 51 years when first seen in 1915, 
had angina pectoris and definite evidence of car- 
diac failure from hypertensive heart disease. She 
still has hypertension but is living at the age of 79 


years with no cardiac symptoms, although she has 
to live a very much restricted life. 


CASE NO. 3 


Dr. A. L. M. had coronary thrombosis with cere- 
bral embolus in 1919 at the age of 56. After re- 
tiring from active work and restriction of activi- 
ties, he lived a fairly comfortable life until his 
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death from bronchopneumonia in 1939 at the age 
of 75. 

Pepper has called attention to the tran- 
sient lowering of blood pressure in produc- 
ing thrombosis not only in the coronary 
arteries, but also in the cerebral and vis- 
ceral arteries. Therefore, inasmuch as 
arteriosclerosis with hypertension is a fre- 
quent accompaniment of old age, it is well 
to bear in mind that artificial lowering of 
systolic blood pressure by nitrites or other 
similar acting drugs may be followed by 
serious consequences. A patient with 
atheromatous arteries requires a greater 
pressure to maintain adequate circulation 
than a normal one, and in such an indi- 
vidual a systolic blood pressure as high as 
210 mm. of mercury must be considered 
normal. I recall instances in my early prac- 
tice of acute congestive nephritis, the re- 
sult of such procedures. On the other 
hand, a systolic blood pressure of 240 or 
250 can easily result in cerebral hemor- 
rhage, and all exciting causes of high blood 
pressure should be eliminated from the 
daily life of the patient. Not the least of 
these is the absorption of intestinal toxins, 
notably tyramin, so careful attention to the 
diet and elimination is most important. 


Many of the aged suffer from constipa- 
tion, and diverticulosis of the colon is a 
common finding in these persons; I can- 
not too strongly urge a constant attention 
to free elimination from the intestinal tract. 
Strong cathartics are not well tolerated by 
the aged and fatal collapse may result from 
their use. Agar agar, mineral oil and the 
formation of a habit of routine bowel evacu- 
ation by the assistance of glycerine suppos- 
itories, or small enemata often can over- 
come many years of constipation. 


Fecal impaction in the rectum is a fre- 
quent occurrence in the aged and may be 
masked by a diarrhea. It seems to me that 
this is more frequent since the large con- 
sumption of bran, but I have no statistics 
to confirm this belief. An enema of perox- 
ide of hydrogen followed by an oil enema, 
and later by a soap suds enema often ob- 
viates the necessity of digital or instru- 
mental removal of the impaction. 
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RESPIRATORY DISEASES 


Nearly all of these patients suffer from 
bronchiectasis, the relief of which has been 
greatly aided by the instillation of lipiodol, 
but I cannot too strongly advocate the di- 
rect introduction of the lipiodol through a 
laryngeal syringe, rather than by other me- 
thods. 


Pneumonia, often called the friend of the 
aged, is clinically quite different from the 
same disease in the middle aged or young. 
It is usually of the lobular type, often is not 
associated with fever or leukocytosis and 
the physical signs may be hidden by an 
emphysema. An x-ray examination of the 
chest will frequently establish the diagnosis, 
and in such instances I have observed the 
beneficial effects of diathermy treatments 
through the affected area. In this connec- 
tion it may be well to stress the frequency 
of hypostatic pneumonia as a result of op- 
eration or fracture. In such a condition it 
is most important that the patient’s posi- 
tion should be frequently changed, while 
confinement to the recumbent position 
must be for as short a time as possible. The 
aged stand surgery well but postoperative 
care to avoid hypostatic pneumonia is all 
important. 


It should also be remembered that tuber- 
culosis is often found in the aged, physical 
signs frequently being hidden by chronic 
bronchitis, bronchiectasis, and emphysema. 


Many of the aged show evidence of a low 
thyroid function and thyroid therapy will 
often result in marked clinical improve- 
ment. 


Paralysis agitans and other neurologic 
manifestations of the aged are beyond me, 
but it is well to bear in mind that a patient 
with apparently senile dementia may be 
suffering only from poor cerebral circula- 


tion due to myocardial weakness. Cardiac 
stimulation with restriction of physical ex- 
ertion may completely relieve the condition. 
Barbiturates taken over even a short pe- 
riod of time may also simulate senile de- 
mentia, and should be administered to the 
aged with caution. An undue lowering of 
the blood pressure in an arteriosclerotic 
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patient may also result in symptoms of 
senile dementia. 


URINARY SYSTEM 


Musser and Phillips found a definite 
renal deficiency in 70 per cent of patients 
over 70 years of age, and irritation of the 
kidneys should be constantly avoided. As- 
cending infection from an infected bladder, 
however, is a frequent incidence and treat- 
ment by the urologist for an infected blad- 
der, whether from an hypertrophied pros- 
tate in the male, or from a cystocele in the 
female, should be insisted upon. 


DIGESTIVE SYSTEM 


Severe abdominal catastrophies may oc- 
cur in the aged with little or no pain. Rup- 
ture of a large gall stone into the intestine 
has often been observed unassociated with 
pain, and only manifested later by intes- 
tinal obstruction. Volvulus and diverticu- 
litis with or without obstruction may also 
occur with very little pain and no leuko- 
cytosis. As Sir Humphrey Rolleston stated: 
“The organs suffer in silence without any 
local or general disturbance though col- 
lapse may occur.” 


DERMAL MANIFESTATIONS 


Keratoses are very apt to appear, espec- 
ially in those exposed to the sun, with sub- 
sequent development of epitheliomata. I 
can state from personal experience that if 
the initial keratosis is protected from the 
sun’s rays by Z. O. plaster, or gloves, it will 
probably disappear before any tendency to 
epithelioma develops. 

One aspect of the eternal desire for 
youth is the effort to maintain the appear- 
ance of youth. At what age will men and 
women admit that they are old enough to 
have bodily, or mental ailments needing 
treatment by a geriatrist; how long will a 
man or woman consciously or unconscious- 
ly postpone the day of seeking advice from 
a specialist in decrepitude? There will be 
no need for specialists in geriatrics when 
the general practitioners begin to give the 
same attention to the ailments of the aged 
that they give to younger patients. Let us 
be sympathetic and optimistic with our old 
patients, our reward being improvement 
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of their general condition with fairly com- 
fortable prolongation of life. They are ex- 
tremely grateful for any attention and are 
less exacting than the younger or middle 
aged. 

SUMMARY 


1. The aged present many interesting 
features for investigative medicine. 


2. The aged deserve more careful and 
routine observation than is usually given 
them. 

38. By careful, optimistic regulation of 
the daily life of the aged many years of 
comfort and happiness may be bestowed 
upon them. 


oO. 
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SURGERY IN THE AGED 


ISIDORE COHN, M. D.+ 
NEw ORLEANS 





Since the dawn of civilization, history 
has recorded changing attitudes toward the 
aged. Physicians in all times have ex- 
pressed opinions with reference to manage- 
ment of disease in the older group. In 1665, 
John Smith published a small monograph 
entitled “A Pour Tract of Old Age.” “Let 
none give over their patients when they be- 
come overburdened with infirmities of age, 
as though they were altogether incapable 
of having any good done unto them. Those 
that are negligent towards their ancient 
friends, are very near of kin to those in- 
human barbarians and Americans who kill 
and devour them.” 


With the ever increasing division of 
medicine into specialties and the demand 
for greater knowledge of each one, we find 
in 1914 Nascher coining the word “geri- 
atrics” with a view of considering the 
management of the aged as a definite 
specialty. Since that time, the literature of 
all branches of medicine has had an in- 
creasing number of presentations devoted 


+From the Department of Surgery, Louisiana 
State University Medical Center. 


CoHN—-Geriatrics 


to this subject. The history of the develop- 
ment of geriatrics is interesting, but only 
those phases which have to do with the 
question of its evolution in so far as sur- 
gery is to be applied to the aged, concern 
this particular presentation. 

Before undertaking a discussion of geri- 
atrics from any standpoint, we must see 
what theories have been evolved with refer- 
ence to the aging process. 

In 1839, Carl Canstatt stated that “aging 
was the death of individual cells, that is, so 
much molecular death of the organism 
which was not replaced.” 

In 1928, A. S. Warthin in the Carpenter 
Lecture before the New York Academy of 
Medicine, expressed practically the same 
view. His hypothesis is “old age is to be 
considered as a normal, major evolution, 
and not as a pathologic process.” Warthin 
divided the life of man into three parts— 
evolution, maturity, and involution. Ac- 
cording to Warthin: “It is the story of a 
living multicellular organism, a chemical 
physical machine; transforming, storing, 
and releasing energy, capable of building 
up and restoring its own substance, and re- 
pairing its wear and tear damage within 
certain bounds, but only for a limited pe- 
riod of time.” 


Simply put, the theory represents the 
human organism as capable of growth, re- 
pair and decay. The rapidity with which 
decay or involution processes begin is not 
dependent entirely on chronology, but it 
is increased by insult to the organism 
through disease contracted, and by methods 
of living. 

Old age has been variously defined. 
Phelps says, “When a man’s mind is filled 
with theories and reminiscences instead 
of anticipation, then he is growing old.” 

A letter written by a lady to her pastor 
expresses very well the differences between 
the aging process and chronology: “This 
is an old lady writing to you. At least, the 
house she lives in is eighty-two. Consider- 
ing its age, the house is in thoroughly good 
repair, though I don’t think it looks quite 
as well as it did fifty years ago. I have 
neglected to keep it painted, as so many 
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women of this generation do. To tell the 
truth, I have been spending my time on 
interior decorations. The windows I look 
out of are fairly clear, and I am glad to 
tell you, I have a reliable tenant in the 
upper story.” 

This is a rather familiar experience to 
the surgeon. It is the condition of the 
patient, rather than the age, which is the 
determining factor in operative mortality 


on the aged. Surgery in the aged is com- 
plicated by past experiences to which the 
body has been subjected. Considering the 
subject of surgery in the aged, it must 
be remembered that there are only a few 
diseases not noticed in this group. The ap- 
proach to the management of the aged, 
when surgery is indicated, demands a most 
scrupulous survey of the individual’s re- 
serve power. Statistics indicate that there 
has been a definite increase in the length 
of life. From necessity, changes in the age 
composition of the population alters surgi- 
cal indications, as advancing years are as- 
sociated with certain groups of diseases, 
not regularly found in younger groups. 


Statistics indicate that the life expec- 
tancy in the United States has changed re- 
markably in the last century. In 1850, the 
life expectancy for white males was about 
39 years. By 1930 the average duration 
of life had increased to nearly 59 years. In 
1850 the total population of the United 
States was about 23,000,000. Of this num- 
ber less than 1,500,000 reached the period 
between 50 and 64, and only six-tenths of a 
million were over 65 years of age. In 1930, 
of a total population of nearly 123,000,000, 
14,000,000 reached the ages of 50 to 64, and 
6,600,000 were 65 and over. In other words, 
in 1850, the population between 50 and 64 
was 6 per cent. In 1900, this had increased 
to 9 per cent, and by 1930, the percentage 
of the population between 50 and 64 years 
of age had reached 11 per cent. The in- 
crease in population over 65 had advanced 
between 1850 and 1930, from 2 per cent to 
5 per cent. 


Thompson, from the Mayo Clinic, re- 
Ported 1200 patients more than 50 years of 
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age on whom he had done transurethral 
prostatic resections: 87.6 per cent of the 
patients were between 70 and 79 years; 9.6 
per cent were between 80 and 84. Of the 
1200 cases, only 20 patients died while im 
the hospital; that is, a percentage of 1.6. 
Morton, Bailey, and Barney Brooks have 
reported on their experiences in operations 
on patients between 60 and 70 years of age, 
and their reports do not indicate that there 
is any truth in the popular belief that ad- 
vanced age is a contraindication for the 
employment of operative treatment of the 
aged. Recently, J. Bayard Clark of New 
York reported having done a suprapubic 
prostatectomy on a man 110 years of age. 
The patient was living and apparently com- 
fortable one year after the operation. 


It is wise for us to accept as an attitude 
that no patient is so old that he should be 
condemned to invalidism because of his age. 
One does not know how many years the 
individual may survive in comparative com- 
fort. With the increasing number of the 
population reaching a higher age limit, a 
greater proportion of the population enters 
the cancer age; more genito-urinary condi- 
tions, particularly prostatics, need surgery ; 
more diabetics with arteriosclerosis; more 
cases of gallbladder disease, and in women, 
more cancers of the breast must be treated. 


The increasing facilities for obtaining in- 
formation with reference to the reserve 
power of the individual has increased the 
safety of surgery for the aged. One does 
not approach, at the present time, the pros- 
tatic, the fractured hip, the aged diabetic 
with gangrene, and the other common sur- 
gical conditions with the same misgivings 
that he approached these same cases twenty 
years ago. 


As long ago as 1933, I presented certain 
observations on urgent surgery in the aged. 
Many of the conclusions at which I arrived 
at that time, I believe in as firmly now as 


I did then. All who have written on the 
subject of surgery in the aged have 
stressed the importance of proper preopera- 
tive preparation, the proper selection of the 
anesthetic and the anesthetist, and the need 
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for the application of surgical judgment 
and gentleness in handling. Surgery in the 
aged requires attention to certain details, 
even more meticulously than in the average 
Adult patient. Of necessity, it requires 
careful study of the patient’s reserve power 
before operating. This means that the pa- 
tient should be in the hospital under ob- 
servation for a longer period than the or- 
dinary elective operation in a young adult. 
A more detailed investigation of the pa- 
tient by means of blood chemistry, particu- 
larly liver function tests; kidney function 
tests; electrocardiograms; and a careful 
elimination of oral infection to decrease the 
probability of a spread to the respiratory 
tract, is indicated in the aged. In the 
male, it is particularly important to in- 
vestigate whether the patient has a pros- 
tatic hypertrophy before any elective oper- 
ation is done. By observing this last 
precaution, the danger of having difficulty 
passing a catheter after operation may be 
avoided. 


CHOICE OF ANESTHETIC 
The selection of the anesthetic in the 
aged is particularly important; however, I 
believe it is more important to be certain 
that one avails himself of the services of 


an expert anesthetist. Failure to select the 
proper anesthetic, failure to have the anes- 
thetic which is given, given with as much 
expertness as is possible, may be a deter- 
mining factor against the aged patient. 
Care mi +t be exercised that as accurate a 
diagnosis before hand be made as possible. 
Prolonged exploratory procedures and un- 
necessary operative procedures add to the 
risk in the aged patient. Nowhere is di- 
rectness of approach, knowledge of anat- 
omy, gentleness of handling, and the adop- 
tion of a minimum amount of procedure 
which will adequately correct the disability, 
more necessary than in the aged. Time 
saved, not by prize-ring tactics, but by 
skillful performance in as short a period 
of time commensurate with safety, is indi- 
cated in surgery applied to the aged. 


Recently Fred Rankin concluded as fol- 
lows with reference to this subject: “Much 
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evidence has accumulated to show that el- 
derly people tolerate surgery surprisingly 
well. Careful preoperative investigation 


and preparation are of vital importance in 
the success of surgery in these people. Upon 
surgical judgment depends the matter of 
when, what, and how much to do. Post- 
operative care must be as meticulous as the 
preoperative preparation in order to fore- 
stall complications wherever possible.” 


SUMMARY 


Urgent surgery in the aged differs in 
many respects from similar surgery in 
young people. Surgery in the aged calls 
for the application of a combination of 
technic and judgment. Age is bound to be 
associated with certain organic changes 
which diminish the body reserve and re- 
sistance. Approach to surgical problems 
demands as nearly an accurate survey as 
possible, so that surgical intervention will 
be attended by a minimum risk. In the 
operating room, lost motion, either from 
lack of preparation for contingencies or in- 
decision, is inexcusable. Surgical consulta- 
tions at the operating table are usually ill- 
advised and time consuming. They are 
usually harmful to the patient. 

Surgery in the aged is often delayed too 
long. With proper preoperative investiga- 
tion, proper preoperative preparation, and 
careful selection of the anesthetic and the 
anesthetist, the average aged individual can 
be operated on with relative safety. Insulin, 
the proper use of glucose, and in the near 
future, the use of heparin, increase the 
safety of surgery in the aged. Above all, if 
one will have as a guiding thought for him- 
self, that no one is so old that he must be 
presumed beyond the possibility of avoid- 
ing permanent invalidism, then more sur- 
gery will be done intelligently, and the mor- 
tality rate diminished. 

After all, our point of view is bound to 
change. What is youth to one is age to 
another, and what is age to one is compara- 
tive early life to another. After all then, 
we must realize that with a definite length- 
ening of the span of human life, there are 
increasing demands for safe surgery in 
those reaching the autumn of life. 
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MEDICINE AS A VOCATION 


SHIRLEY C. LYONS, M. D. 
NEW ORLEANS 


The practice of medicine must be viewed, 
first, in its large aspects of service to hu- 
manity, and secondly, in its opportunities 
for financial and social reward. One con- 
templating medicine as a career must be an 
idealist, an individualist. He must be kind, 
sympathetic, bold to a certain degree, and 
at the same time possessive of a sense of 
humility; and, with it all, he must possess 
a sincere desire to help and understand suf- 
fering humanity. 

First, let us consider a few facts regard- 
ing the number of physicians now in the 
field, the number of students in medical 
schools, and the average income of physi- 
cians. In 1935, the 77 medical schools grad- 
uated 5,101 students. Considering that the 
average death rate among physicians is 
3,500 per year, this leaves, on the present 
basis, an increase of approximately 2,000 


physicians each year. The average age at 


death among physicians is 64 years. The 
average number of years of active practice 
is 37. The number of physicians in active 
practice in the United States, in 1934, ac- 
cording to the American Medical Associa- 
tion Directory, was 161,359. The average 
income of private practitioners is $5,467, 
while that of salaried physicians is $4,524. 
It is estimated that the cost of conducting 
a medical practice is 40 per cent of the gross 
income; for example, if a physician is mak- 
ing a total of $5,000 per year, he must de- 
duct 40 per cent of that for operating ex- 
penses, leaving him a net income of $3,000. 

The average physician beginning practice 
at the age of 28 is estimated to require about 
seven or eight years to become established. 
He reaches the peak of his income from the 
seventeenth to eighteenth years, after which 
the income declines, until in the twenty- 
fifth year of practice it is approximately 
the same as that of the eighth year. It is 
estimated that 7 per cent of the total of 
medical service rendered is free. The medi- 
an gross income for physicians is highest in 
cities between 25,000 and 50,000 population, 
where it is $9,308; thus, for the average 
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physician the medium sized city offers the 
best opportunities for an adequate income. 
We wish to call to your attention the fact 
that for every physician with a net income 
of over $10,000 there are two who receive 
a net income of less than $2,500. 

The preparation required in order to be- 
come a physician is as follows: A diploma 
from a recognized high school, three years 
of pre-medical work in college, four years 
of medicine, one to two years of internship, 
all of which is completed by the average boy 
or girl at the age of 25. After the intern- 
ship, there should be one to four years of 
postgraduate study, which brings the aver- 
age individual to the age of 30 before 
launching on his career. During this pe- 
riod, there is an investment of at least seven 
years in college, costing from $7,000 to $10,- 
000, and one or two years of internship, 
costing about $2,000. The total cost or in- 
vestment, therefore, is approximately $12,- 
000. In our own city, New Orleans, Louis- 
iana, Tulane University requires three years 
of pre-medical work, at an average cost of 
$300 per year. The total cost of the four 
years of medical school is around $2,188. 
These amounts, however, represent only the 
tuition and laboratory fees, and do not in- 
clude the cost of books, instruments, and 
other materials, which add to the total 
amount considerably. Louisiana State Uni- 
versity also requires three years of pre- 
medical study. For a resident of Louisiana, 
the cost of pre-medical education ranges 
from $327 to $580 per year for men stu- 
dents, and includes fees, books, room and 
board, and other incidental expenses. The 
cost is slightly higher for women students. 
Students from out of the State have to pay 
an additional sum of about $60 per year. 
For the four years of medical school, a resi- 
dent of Louisiana pays a fee of $137 per 
year, in addition to which there is an ap- 
proximate cost of $85 per year for books 
and materials. For the first year of medi- 
cine we must add the cost of a microscope 
which is about $157.50. Board ranges 
around $35 per month up. Students from 
out of the State must pay a tuition fee of 
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$400 per year in addition to the other ex- 
penses listed above. 


It is believed that with careful planning 
and strict attention to his practice a phy- 
sician should be able to make ends meet af- 
ter two years in practice, and should be 
comfortably established within seven to 
eight years. The successful physician is 
more or less a slave to his profession and to 
the general public. He has little or no time 
that he may call his own. He is summoned 
from his family, from social obligations, 
at any and all times. Each patient feels 
that he is the physician’s only obligation, 
and it is seldom that a patient stops to 
consider the physician’s viewpoint when 
he places a call at 10 or 12 o’clock at 
night, or even in the early morning hours, 
when this call might easily have been placed 
in the late afternoon or early evening. The 
same thing applies to many so-called “ur- 
gent” calls, which often means that the phy- 
sician must respond at inconvenient times 
to an illness of hours or even days duration. 


A physician must be sound physically and 
mentally. You can realize what a great 
handicap it is to a physician who enters the 


profession with a physical impairment. 
Any boy contemplating medicine as a ca- 
reer should begin to discipline himself early 
in abstaining totally from alcohol. There is 
no place for indulgence of this sort in a doc- 
tor’s life. In compensation for the degree of 
perfection required of a physician, I feel 
free to say that the average doctor works 
under conditions that are more or less above 
the average for any other profession. It has 
been recommended that the following points 
be given careful consideration by one enter- 
ing the medical profession: A balanced emo- 
tional life, a resolute will, good breeding, 
good taste, agreeable behavior, tact, and 
last but not least, a financial standing which 
will not cause him to be too hard-pressed at 
every turn. 

Reviewing the records of students in the 
medical school of a certain university in an 
attempt to study the occupations of these 
students’ fathers, it was found that out of a 
class of 458, only 82 students had fathers 
who were physicians. This a percentage of 
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17.9. In another university, out of 401, only 
49 students had fathers who were physi- 
cians. This is a percentage of 12.2. It is ob- 
vious from this study that it is not neces- 
sary for one to come from a family of phy- 
sicians in order to be successful as a physi- 
cian. It is not necesary to be financially in- 
dependent in order to study medicine, but 
a reasonable amount of financial backing 
is highly desirous. 

In submitting a questionnaire to several 
established physicians, asking them what 
prompted the study of medicine, I believe the 
following reply to be a fairly satisfactory 
explanation: “My father was a farmer. | 
took up the study of medicine because of the 
appeal of the sensational and spectacular 
impression I had of medicine and its prac- 
tice, especially that of surgery. Like most 
all other young men entering medicine, my 
ambition was to be an operating surgeon. 
I am glad that after a few years in practice 
and graduate study I became interested in 
medicine from an entirely different stand- 
point and with an entirely different objec- 
tive, viz., humanitarian and helpful service 
to others.” Many replied that they were in- 
spired by their local family physician. 

After one has entered into the sphere of 
medicine, there are many opportunities 
which present themselves, such as, private 
practice, various specialties, teaching, re- 
search work, public health work or state 
health work. I can say without fear of con- 
tradiction that there is no other profession 
that offers a greater future in giving serv- 
ice to humanity than medicine. Success, es- 
pecially in medicine, is a factor dependent 
on the individual, and to forecast success or 
failure in an individual is illadvised. I 
might add, however, that the competition is 
extremely keen, incomes greatly reduced, 
and rewards are diminishing; also, the pro- 
fession is becoming less alluring to those 
who enter it with primarily economic mo- 
tives. Opportunities still exist, however, for 
the person who desires first to be a physi- 
cian, and regards financial success as 4 
secondary, although necessary, considera- 
tion. Success in medicine demands more 
than ordinary understanding of human na- 
ture and sympathy with its failings. 
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RECONSTRUCTION OPERATIONS FOR 
FRACTURE OF THE NECK OF THE 
FEMUR WITH NON-UNION* 


RUFUS H. ALLDREDGE, M. D.+ 
NEW ORLEANS 


The fundamental purpose of this paper 
is to stimulate further interest in the op- 
erative treatment of non-union of the neck 
of the femur and to point out the necessity 
of individualizing each case according to 
the general and local conditions present. 


Renewed interest in the treatment of 
fresh fractures of the neck of the femur in 
recent years has resulted in a simultaneous 
interest in management of non-union fol- 
lowing these cases. In this connection it 
would be of some interest to trace briefly 
the evolution of the treatment of fracture 
of the neck of the femur. 


According to Orr,! Nicholaysen, in 1897, 
treated fractures of the hip with pins and 
obtained good results. His technic, Orr said, 
differed little from that of the present day. 


Orr also stated that E. G. Davis of Phila- 
delphia, as early as 1900, advocated the use 
of wood screws in these cases and obtained 
good results. Despite the work of these pio- 
neers, fracture of the hip was generally 
neglected and non-union usually resulted un- 
til Royal Whitman proved without a doubt 
that fractures of the hip were amenable to 
treatment. Whitman’s method of closed 
reduction and fixation in the abduction 
plaster became a standard method of treat- 
ment for many years. Solid bony union was 
reported from this method of treatment in 
from 15 per cent to 65 per cent of the cases. 

E. D. Martin? began using wood screws 
for internal fixation in 1920. Smith-Peter- 
sen’s* work, started in 1925 and published 
in 1931, resulted in the universal populari- 
zation of internal fixation for fresh frac- 
tures. It is generally agreed at the present 


*Read before the sixty-first annual meeting of 
the Louisiana State Medical Society, New Orleans, 
April 24, 1940. 

+From the Department of Surgery, Division of 
Orthopedic Surgery, Tulane University School of 
Medicine, and the Tulane Orthopedic Service of 
Charity Hospital at New Orleans. 
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time that the use of some type of internal 
fixation is the method of choice. 


The Fracture Committee of the American 
Academy of Orthopedic Surgeons‘ recently 
made a preliminary report of its investiga- 
tion of the results in fresh fractures of the 
neck of the femur in which internal fixa- 
tion was used. In 1485 cases reported by 
one hundred orthopedic surgeons between 
1903 and 1938, 11.6 per cent non-union oc- 
curred. The Smith-Petersen nail was used 
in most of the cases. These figures may 
later be subject to change but they indicate 
a decrease in the percentage of non-union 
in cases properly treated. 


Not all cases of fracture of the neck of 
the femur receive early treatment of this 
type, and, it is for this and other reasons 
that non-union of the femoral neck will be 
a common condition for some time to come. 
It should be remembered that aseptic ne- 
crosis of the head is an uncontrollable fac- 
tor which may give rise to poor results re- 
gardless of the method used. 


CHOICE OF TREATMENT 


There are many factors which must be 
taken into consideration in making a de- 
cision in the choice of treatment to be car- 
ried out in any case of non-union of the 
neck of the femur. The age of the patient, 
the general condition especially in regard to 
the heart and kidneys, the amount and na- 
ture of his activities and his social slatus » 
should all be carefully considered. Also 
of importance is the amount of absorp- 
tion of the neck, the duration of the non- 
union, the size and condition of the head of 
the femur as determined by x-ray studies, 
the condition of the acetabulum, and the 
condition of all the elements of the hip 
joint. 

For purposes of this discussion the man- 
agement of non-union of the neck of the 
femur may be divided into four groups. 

Group 1. Cases in which the femoral neck 
is approximately normal and the head is 
alive. 


Group. 2. Cases in which there is absorp- 
tion of the neck of the femur with a nor- 
mal or approximately normal head. 
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Group 3. Cases in which there is absorp- 
tion of the femoral neck and aseptic ne- 
crosis of the head of the femur. 

Group 4. Cases which are poor surgical 
risks or in which there are arthritic changes 
in the joint with or without absorption of 
the head and neck. 

Because the exact condition of the head 
and neck of the femur is so important in de- 
termining the procedure of choice, it is im- 
perative that preoperative x-rays be taken 
in such a way that the length of the neck 
and the condition of the head may be deter- 
mined as accurately as possible. For this 
purpose, preoperative x-rays should be tak- 
en in full internal and external rotation, and 
in abduction and adduction. Only in this 
way can one determine with any degree of 
accuracy the amount of absorption which 
has taken place in the neck. For the criteria 
as to whether the head of the femur is dead 
or alive, the reader is referred to the excel- 
lent article of Phemister.° Time does not 
permit a detailed elaboration on this point. 
It must be remembered, however, that not 
infrequently one may not be able to decide 
exactly which procedure is most suited to 
the particular case until the hip joint is 
opened and the exact nature of the com- 
ponent structures of the joint determined 
by actual inspection. Because of this, the 
patient’s permission should be obtained to 
perform the operation of choice after the 
hip joint is opened. 


GROUP 1 
CASES IN WHICH THE NECK IS OF NORMAL LENGTH 
WITH NO RESORPTION AND THE HEAD VIABLE 


It is important in this group to follow 
closely every patient with fracture of the 
neck of the femur while under treatment. 
By the end of three to six months one should 
be able to determine the success or failure 
of primary treatment in most cases. If there 
is evidence of absorption at the fracture 
site, resorption of the neck and lack of evi- 
dence of bony union, one should immediate- 
ly extract the metal fixation and insert a 
massive bone graft or a section of the fibula. 
Internal fixation with metal of some type 
in addition to the graft has been advocated 
by some recent authors. The additional 
metal fixation is said to facilitate early am- 
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bulation so that plaster fixation is un- 
necessary. 


Albee® as early as 1913, described the use 
of the tibial bone graft peg for non-union 
at the hip, and in 1929 reported 91.7 per 
cent of bony union by this method. Camp- 
bell? in 1931 reported close to the same per- 
centage of bony union and in 1932, in a 
series of ten cases, reported bony union in 
100 per cent of the cases. Henderson, using 
the fibular graft, reported 70 per cent bony 
union in 58 cases. If these figures are cor- 
rect, and I do not doubt that they are, the 
results from the bone graft, either the shaft 
of the fibula or the massive graft from the 


tibial crest, results in practically as high a 


percentage of bony union as in the cases of 
fresh fractures treated by the best methods 
with which we are familiar. These results 
have led Albee to recommend the use of the 
autogenous tibial bone graft peg in all suit- 
able cases of fresh fractures of the central 
portion of the neck of the femur, reserving 
the manipulative methods, the Smith-Peter- 
sen nail, wires, screws, and other metals for 
those cases in which open reduction of the 
hip joint is not considered wise. In short, 
it may be said that the bone graft operation 
is the method of choice in all cases of non- 
union in any portion of the neck when the 
neck is unabsorbed and the head fragment 
is viable and of sufficient length to receive 
the graft. 


GROUP 2 
CASES IN WHICH THERE IS RESORPTION OF THE 
NECK OF THE FEMUR AND VIABLE 
FEMORAL HEAD 

In this group of cases the neck has under- 
gone resorption and even if union of the 
fragments could be brought about, the ab- 
normal mechanics due to loss of the neck 
would give undesirable results. Attempts to 
bring about direct union is, therefore, not 
advisable. The normal femoral head should 
and can be utilized to the patient’s advan- 
tage. When this state of affairs exists, there 
are three operations at the surgeon’s dis- 
posal. They are: Brackett’s reconstruction 
operation, the Magnuson modification of 
Brackett’s operation, and Luck’s operation. 
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Fig. 1. Brackett’s reconstruction operation, indi- 
cated in cases having resorption of the femoral 
neck and a viable head. 








Brackett’s* operation represents the orig- 
inal attempt to restore union between the 
upper shaft of the femur and the femoral 
head when the neck is absent. The abductor 
muscles are removed from the trochanter, 
the tip of the trochanter is removed and 
discarded, the head is hollowed out, and the 
upper inner aspect of the femoral shaft is 
freshened and inserted into the hollowed- 
out head. The abductor muscles are reat- 
tached lower down on the shaft of the femur 
with the hip in abduction. Apposition of the 
fragments is maintained by immobilization 
in plaster. The results of this operation have 
been reported as being favorable and it is 
indicated especially in young people. 





Fig. 2. 


operation. 


Magnuson’s modification of Brackett’s 


Magnuson’s’ modification of Brackett’s 
operation has given excellent results in the 
originator’s hands. Magnuson reports that 
he has performed this operation on fresh 
fractures as well as on cases of non-union, 
with equally gratifying results. In this op- 
eration the head is hollowed out, the neck 
reshaped and the trochanter with the ab- 
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ductor muscles transplanted downward on 
the shaft of the femur. The reshaped neck 
is put into the hollowed-out head and fixa- 
tion is brought about by immobilization in 
plaster. 








Fig. 3. Luck’s reconstruction operation, indi- 
cated in cases having resorption of the femoral 
neck and a viable femoral head. 


The Luck’ operation is similar in prin- 
ciple to some of the others. In this operation 
the end of the head fragment is freshened, 
a transverse osteotomy done above the 
lesser trochanter and the upper shaft of 
the femur approximated to the freshened 
head. The excess bone of the upper femoral 
fragment is then excised so as to remove the 
trochanter attached to the abductor mus- 
cles. The trochanter with the muscles is then 
transplanted downward on the shaft of the 
femur. The trochanter and the upper and 
lower femoral fragments are then trans- 
fixed by means of a metal pin. It should be 
remembered that arthritic changes in the 
hip joint contraindicate the use of these 
methods. 

GROUP 3 
CASES IN WHICH THERE 18S ASEPTIC NECROSIS OF 
THE HEAD OF THE FEMUR AND COMPLETE 
ABSORPTION OF THE NECK OF 
THE FEMUR 

For these cases the Albee, the Whitman, 
and the Colonna operations have been de- 
veloped. It should be remembered that these 
authors recommend their respective proce- 
dures only in cases of complete absorption 
of the neck with necrosis of the head of the 
femur. Arthritic changes contraindicate the 
use of these procedures. .The principle of 
these operations is essentially the same, that 
is, removal of the necrotic head, insertion 
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of the upper end of the femur into the ace- 
tabulum and transplantation of the abduc- 
tor muscles outward and downward on the 
shaft of the femur. In the cases in which 
they are indicated, it is impossible ever to 
restore a joint to normal and, therefore, an 
artificial joint is produced and the results 
depend on stability, motion, and absence of 
pain and limp. 





. 

Fig. 4. Albee’s reconstruction operation, indi- 
cated where there is resorption of the femoral neck 
and a dead femoral head. 


In the Albee operation the dead femoral 
head is removed and a lever of bone is ele- 
vated beginning at the top of the trochanter 
and extending downward three or four 
inches on the lateral aspect of the shaft of 
the femur. This is then pried outward and 
a wedge made from the head of the femur 
is placed between the shaft and the bone 
muscle lever in order to maintain abduction 
of the lever. The upper end of the femur is 
then rounded, reshaped, and placed into the 
acetabulum and abduction is then brought 
about. The purpose of the lever is to facili- 
tate the action of the abductor muscles. The 
extremity is immobilized in abduction in 
plaster for three and a half to four weeks, 
after which ambulation and active motion 
is started with the use of crutches. Albee 
reports satisfactory results from this op- 
eration in over 400 patients in the past 
twenty years. 


In the Whitman" operation the necrotic 
femoral head is removed and the trochanter 
together with the abductor muscles is 
transplanted downward on the shaft of the 
femur. The upper end of the femur is then 
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reshaped and inserted into the acetabulum 
and the extremity is immobilized in abduc- 
tion in plaster for about eight weeks. 





Fig. 5. Whitman’s reconstruction operation, in- 
dicated where there is resorption of the femoral 
neck and aseptic necrosis of the femoral head. 


Henderson reported on the use of Whit- 
man’s operation in 23 cases, 19 of which 
were available for end result studies. The 
results were excellent in 31.5 per cent of 
the cases, the patient being able to get about 
without support and no pain. They did, 
however, have some limp and stiffness. The 
results were good in 36.8 per cent of the 
cases, the patients getting about witha cane 
but with a moderate amount of discomfort. 
The results were poor in 31.5 per cent of 
the cases, the patients getting no relief of 
pain and were still using crutches. He con- 
cluded that the reason for unsatisfactory 
results in cases due to pain was probably 
due to the presence of a preoperative arth- 
ritic condition. Henderson also stated that 
the Whitman operation is the one of choice 
in cases in which the head of the bone can- 
not be saved for various reasons. He had 
not used the Colonna operation at that 
time. One can readily see that if the 
cases were eliminated which had arthritic 
changes, the results of this operation would 
be better. 

Colonna’s’* operation: In this operation 
the abductor muscles of the hip are severed 
by sharp dissection of the greater trochan- 
ter leaving a fibromuscular layer over the 
trochanter. The capsule is divided near the 
shaft of the femur and the necrotic head is 
excised. With the trochanter inserted deep 
into the acetabulum, the abductor muscles 
are pulled down on the shaft of the femur 
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as far as possible, and at this point, a win- 
dow is removed from the cortex for the site 
of future re-implantation of the abductor 
muscles. The trochanter is then removed 
from the acetabulum until the window is 
made with holes drilled on each side for 
passage of sutures. The trochanter is rein- 
serted into the acetabulum, the abductor 
muscles are implanted in the trough on the 
lateral aspect of the femur with kangeroo 
tendon. The femur is abducted about 20 or 
25 degrees and the wound is closed in layers. 
Plaster immobilization follows with the ex- 
tremity abducted 20 degrees with the hip in 
full extension. The posterior part of the 
plaster is remoyed from the knee distally 
in two weeks when flexion of the knee is 
started. The plaster is removed entirely at 
the end of four weeks at which time mo- 
tions are started at the hip. It is important, 
early, not to allow the extremity to go into 
adduction. Walking with crutches is started 
in about seven weeks. 
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Fig. 6. Colonna’s reconstruction operation, indi- 
cated where there is resorption of the femoral neck 
and aseptic necrosis of the femoral head. Results 
are better when no previous surgery has been done 
and no arthritic changes are present. 


In a recent survey, Colonna’ found that 
this operation had been done in 121 cases 
by various orthopedic surgeons throughout 
the country. It was found that in 82.5 per 
cent of the cases the results were satisfac- 
tory, and in 17.5 per cent they were un- 
satisfactory. Colonna states that the results 
are better in cases without preoperative evi- 


dence of arthritis about the joint and with- 
out previous hip joint surgery. Many fail- 
ures from this operation are undoubtedly 
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due to improper selection of cases and to in- 
adequate operative technic and after care. 

In a recent personal communication Co- 
lonna states that he has done about 35 cases 
by this method to date and he feels that the 
operation offers stability, mobility and an 
increase in length of the extremity in pa- 
tients who are able to stand the reconstruc- 
tion operation and who have absorption of 
the neck with necrosis of the head of the 
femur. 

GROUP 4 


A MISCELLANEOUS GROUP OF CASES HAVING ONE 
OF THE FOLLOWING CONDITIONS IN ADDITION 
TO NON-UNION AT THE HIP 


1. A poor surgical risk. 
2. Arthritic changes in the joint. 
3. Previous surgery with poor results. 


In some patients the general condition 
may be so poor that no major procedure is 
warranted. Some of these cases may be 
benefited by the high osteotomy as it is a 
procedure which entails little shock and 
may be done in a few minutes. 





Fig. 7. The high osteotomy which may be done 
in any case of non-union. 


Patients who have arthritic changes in 
the joint should not be subjected to any of 
the reconstructive operations. In these cases 
the osteotomy or preferably hip joint fusion 
should be done. Some orthopedic surgeons 
are inclined to fuse the hip in many of these 
cases as it offers the best opportunity for 
stability and freedom of pain at the expense 
of motion. 

' It should be remembered that operations 
on the hip are among the most major of all 
surgical operations and for this reason alone 
should be undertaken only by those who are 
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accustomed to doing this type of work and 
fully equipped to cope with any and all cir- 
cumstances which may arise. It naturally 
follows that only the patients who are fairly 
young and robust and who expect to resume 
normal physical activity should be subjected 
to the reconstruction procedures. The high 
osteotomy can always be done in the older 
and less robust patients. Proper attention to 
details is as necessary in the after care 
as in deciding upon and executing the pro- 


cedure of choice. 
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Dr. Albert A. Tisdale (Lafayette): I think we 


should remember that in the acute fracture if 
there is accurate reduction performed, and con- 
firmed by the heel to palm test, that the per- 
centage of union is materially increased, and 
therefore, we will not be called on to use the open 
method. In the April 1940 issue of the Journal 
of Bone and Joint Surgery, Drs. Compere and 
Lee, in giving the treatment of fractures of the 
neck of the femur with non-union, mention that 
they prefer the use of the tibial bone graft com- 
bined with five Kirschner wires which are thread- 
ed at the end. This method is used so that they 
can get the patient up in a couple of weeks and 
this prevents holding the knee joint and the hip 
joint immobilized for a long period of time in a 
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patient who no doubt has been immobilized previ- 
ously for a period of a month or more. As you 
know, in these cases that are immobilized a long 
time, in the elderly patient, there is likely to be 
limitation or even loss of motion in the knee or 
hip joint. This method obviates long immobiliza- 
tion. It is also better not to use large metallic 
fixation, so these authors say, due to the fact that 
it is likely to cut off what little circulation re- 
mains. Circulation in the head and neck of the 
femur is at best meager. 


Dr. E. D. Fenner (New Orleans): I am rather 
uneasy when I get up to discuss a paper of this 
kind. I think we are always benefited by having 
some one of our members call attention to the fact 
that the prognosis of fracture of the neck of the 
femur has been greatly improved in the last ten 
years. My personal conclusion is that it has not 
been as much improved as the enthusiastic writers 
who present papers on the subject would lead us 
to believe. Shakespeare observes that, “The evil 
men do lives after them; the good is often interred 
with their bones.” In regard to the results in 
the treatment of these fractures of the neck of the 
femur, I think the situation is somewhat reversed. 
I think the failures are very frequently interred, 
and that the writers forget all about them. 

Of course, Dr. Alldredge did not attempt to give 
all the various procedures that have been pro- 
posed for the treatment of non-union of fractures 
of the neck of the femur. For instance, he did 
not mention Shanz low osteotomy, which has been 
employed. But I think other men who are going 
into this work with a great deal of enthusiasm, 
should be advised that there is a mortality in these 
cases of fracture of the neck of the femur which 
is not recorded. The great objection, the great 
difficulty, in the treatment of these cases is wrap- 
ping these patients up in a long hip spica for weeks 
and weeks. I remember telling Dr. Whitman once 
in New York that down here in the climate of 
New Orleans in the summertime, you could not 
put a fat old woman in a hip spica in abduction 
because she died, not of the fracture, but because 
of the treatment. He implied, “You’re just a 
damn fool.” He did not say those words but that 
is what he meant. I think a great many develop 
complications and do die as the result of long hip 
spicas. Of course, in doing reconstruction opera- 
tions, you have to use long spicas. In spite of that, 
when you consider how badly displaced, how much 
constant pain these patients suffer, an effort to 
give them a stable hip, on which they can stand, 
is certainly justifiable, and the only thing I would 
attempt to urge on the younger men is to consider 
with considerable care what the chances are that 
your patient is able to stand and survive the sever- 
ity of the necessary treatment. 

Personally, I think that operations which de- 
mand opening up the hip joint and removing the 
head of the femur are much more dangerous, more 
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prolonged, and a heavier risk than the simple 
procedure which Dr. Alldredge illustrated of oste- 
otomy high up, just opposite the lesser trochanter. 
I am inclined to think this is the procedure which 
is more applicable in the larger percentage of 
cases and probably will give just as satisfactory 
results as serious procedures such as Whitman’s, 
when you open up the hip joint and remove the 
head of the femur. 

Dr. Guy Caldwell (New Orleans): Dr. Alldredge 
has given us a most excellent review and summary 
of the indications and operative procedures used 
for the various types of non-union of the neck of 
the femur. He reminds us that something can be 
done, as Dr. Tisdale has said, and that something 
should be done. The percentages of non-union of 


‘fractures of the neck of the femur as quoted in 


many of the current articles, particularly the fig- 
ures given as related to internal fixation, are 
doubtless premature and inaccurate. We may 
believe that about 90 per cent of the cases under 
present treatment but this certainly is not true 
of our work in the Charity Hospitals, where we get 
the worst types of cases, not the best nursing care 
and, perhaps, not the best surgical technic. The 
mortality in our Charity Hospital service is higher 
than the mortality given in the average statistics, 
and we do not secure union in nearly so many as 
recent reports from various sources indicate. We 
have, therefore, our own failures which require 
some type of reconstruction operation and, in ad- 
dition, many failures transferred to us by other 
hospitals and surgeons. 

With reference to mortality, the patients who 
have already survived the procedure of nailing or 
of fixation in plaster, and lived two to six months 
and developed non-union, have also passed through 
the critical stages when most deaths occur. If 
they survive these procedures, it is fairly good 
proof they are good surgical risks when given 
good preoperative and postoperative treatment. 

As to the selection of a reconstructive procedure 
it depends on the vitality of the head, amount of 
absorption of the neck and the presence or absence 
of arthritic changes, as Dr. Alldredge has said. 
Perhaps for lack of time he did not stress the 
proper place for osteotomy. I doubt that as yet 
we know the exact indication for the high oste- 
otomy, which is undoubtedly the simplest operative 
procedure we can use. In all probability oste- 
otomy should be used for those patients with early 
non-union in whom there is no absorption of the 
neck but are not good enough surgical risks to 
justify the more formidable operations which re- 
quire more time for opening the hip joint, insert- 
ing grafts or reshaping and readjusting the frag- 
ments. 

Dr. John T. O’Ferrall (New Orleans): Dr. 
Alldredge has given us a very splendid descrip- 
tion of these procedures for fractures, with non- 
union, of the neck of the femur. They are, of 


course, more or less standard. They are well 
recognized surgical procedures. 


I was an intern on Dr. Brackett’s service and 
liked the procedure very much, and since being in 
New Orleans I have had the temerity to treat three 
patients with ununited fractures according to the 
Brackett method. The results have been excel- 
lent. One of the patients is extremely active and 
had no difficulty since operation. The other is 
very stout and has not gotten about as actively as 
she might have if she had been willing to reduce 
her weight. The third patient died of pneumonia 
four months after operation. 


I believe with Dr. Fenner that certainly in these 
secondary procedures for ununited fractures, the 
patient should be selected extremely carefully. It 
is a major operation. It requires a great deal of 
responsibility. They have been able to go through 
one shock and with the additional test of standing 
a long spica, I think we should select our patients 
carefully. 


Of course, it is to be hoped with the recent de- 
veloping of pinning methods there will not be so 
many ununited fractures, but as Dr. Alldredge 
said, there are going to be a certain number of 
ununited fractures, irrespective of the method 
used. 


Dr. W. Rogers Brewster (New Orleans): I do 
not think that I can add anything to what has 
been said. The proposition in so far as I see it 
has just been called to your attention by Dr. O’Fer- 
rall, and that is that in undergoing a change in 
the treatment and the handling of fresh fractures 
from the older methods to the present generally 
accepted internal fixation, we are most likely go- 
ing to see a good many less such cases of non- 
union. That, I think, is the largest part in the 
handling of non-union. We may now effectively 
use prophylaxis against non-union, by the handling 
of fresh cases by internal fixation as the method 
of choice. We have been following the method 
developed here by Dr. Denegre Martin, introduced 
about 1920, so actually in this locality we have 
been using internal fixation for a longer period 
than most other places. The results are continuing 
to be excellent, and there is a very low incidence 
of mortality and a very low incidence of non-union 
in those patients seen early. In those patients on 
whom internal fixation has been tried as a de- 
layed method, I mean by that delay of some period 
of time, we have not been particularly successful. 
We have one case which apparently is rather re- 
markable, which we have not been able to dupli- 
cate. Internal fixation was applied some eight 
months after the fracture occurred, internal fixa- 


_tion was followed by union, and we have x-rays 


taken eight years later to show fixation. I have 
attempted since that time two cases of delayed 
internal fixation, one over a period of two months, 
and the other three months, I think, and in neither 
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was internal fixation successful in accomplishing 
the union desired. 

Dr. Rufus H. Alldredge (In conclusion): I 
should like to thank Dr. Fenner for mentioning 
the Shanz osteotomy, which I did not consider. The 
Shanz osteotomy, I believe, is not done as com- 
monly in these cases as the high osteotomy, al- 
though I am aware that it has been done quite 
often. It undoubtedly will give results in some 
of the cases. I have had no experience with it. 

I also thank Dr. Fenner for reiterating the seri- 
ousness of doing these reconstruction operations. 
I have already said that they are serious and only 
those who are qualified to do hip joint surgery 
and who do it all the time should attempt these 
reconstruction operations. I agree with Dr. Fenner 
about the selection of cases and the choice of 
operation. The matter of postoperative fixation 
in plaster has been an objection to any treatment 
undertaken for any of these cases. More recently, 
certain surgeons have started using in addition to 
a graft, if graft is used, metal fixation, such as a 
Smith-Petersen pin or wires. That is applicable 
to cases in which the head and neck of the femur 
are conserved. In cases in which the head is dead 
and reconstruction has to be done, this cannot be 
carried out. These patients must be subjected to 
a period of plaster. That must be taken into con- 
sideration before doing these procedures, so as to 
decide if the patient can stand it. 

Dr. Caldwell has already pointed out that the 
very fact that patients survive the original frac- 
ture shows them to be of stronger fiber than the 
average. 

I wish to thank Dr. O’Ferrall for again pointing 
out the seriousness of these operations and the 
need for careful selection of patients. 
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SURGERY IN THE TREATMENT OF 
PULMONARY TUBERCULOSIS* 


P. R. GILMER, M. D. 
SHREVEPORT 





Within the past ten years, notably with- 
in the past five years, surgery has become 
an essential procedure in the treatment of 
pulmonary tuberculosis. Patients formerly 
committed to an indefinite period of chronic 
invalidism are now, through surgery, re- 
stored to health and returned to gainful oc- 
cupation. 

The above paragraph, while containing 
only two sentences, conveys important in- 
formation. First, that surgery in the treat- 
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ment of pulmonary tuberculosis is no longer 
experimental or optional, but essential to 
recovery in selected patients, and secondly, 
that through surgery a long period of con- 
valescence is obviated and economic securi- 
ty regained. 

It was with these two dominant thoughts 
in mind, and the necessity of emphasizing 
them, that this paper was undertaken. Ob- 
viously, all surgical procedures cannot be 
dealt with—to do so would entail a volume, 
It was of paramount importance was to 
focus the attention of this Society on the 
more commonly used procedures, their indi- 
cations and contraindications, and what 
might reasonably be expected in the matter 
of results. 


GENERAL INDICATIONS 


Alexander’ states that in leading tuber- 
culosis centers, 50 to 85 per cent of all pa- 
tients have surgical treatment of some type. 
Of this number, it is generally conceded, 
fully 95 per cent of operations are for the 
purpose of closing cavities. This does not 
indicate, however, that surgery is not used 
for chronic fibrous tuberculosis, ulcerative 
tuberculosis without visible or audible cavi- 
ty or exudative tuberculosis. In fact, Melt- 
zer? has recently reported his results ob- 
tained in five patients with acute progres- 
sive tuberculosis upon whom he did a 
thoracoplasty. 

Needless to state, pneumothorax was im- 
possible and the outlook so hopeless that 
surgery was offered and accepted as a last 
resort. Four of the five patients showed a 
favorable response, which is 80 per cent. 
Meltzer makes the plea that indications for 
surgery be made less rigid. In other words, 
he “fought fire with fire”, and upon this 
question, I concur. 

It is a well known and accepted principle 
in the treatment of pulmonary tuberculosis 
that as long as an open cavity remains in 
the lung—just so long is permanent recov- 
ery retarded. In fact, the patient’s daily 
life and health is in constant jeopardy 
through fear of spread of infection. Acute 
bronchiogenic and hematogenous spread to 
the lungs eventually occur, to say nothing 
of the distressing and fearful complications 
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of laryngeal and intestinal tuberculosis. 
After these unfavorable changes have tak- 
en place, surgery of course, is inadvisable. 

Therefore, it behooves all of us engaged 
in tuberculosis work to lend every effort 
within our power to effect closure of all 
cavities. Artificial pneumothorax, of 
course, should always be attempted, and 
when it is successful, no other measures 
need be applied. Should pneumothorax 
prove ineffectual, no time should be lost in 
adopting the suitable surgical measures ad- 
vocated in this paper. Perhaps, very often 
it will be desirable to abandon the pneumo- 
thorax entirely, re-expand the lung, and 
proceed directly to extrapleural thora- 
coplasty. It must always be borne in mind, 
that an ineffectual—that is a pneumotho- 
rax which does not close cavities and con- 
vert sputum from positive to negative—is 
worse than no pneumothorax at all. For it 
is prone to furnish a “false” feeling of se- 
curity, and in the meantime a dangerous 
spread may occur. 


CONTRAINDICATIONS TO PNEUMOTHORAX 


Surgery, occasionally, is inadvisable, even 
though definite cavitation exists, and the 
surgeon must have sufficient training in 
the medical aspects of tuberculosis to recog- 
nize such cases. The type of cavity re- 
ferred to is known as the “‘tennis ball’ cavi- 
ty. The mechanics of such a cavity are 
comparable to a tension pneumothorax. In 
other words, air enters the cavity, but only 
with great difficulty is expelled. Likewise 
sputum is extruded with great effort and 
paroxysmal coughing. Usually an ulcer 
(tuberculous) of the bronchus leading to 
the cavity, and which upon healing pro- 
duces stenosis, is the etiologic factor. 

Clinically such cavities are identified by 
a marked wheezing heard at the patient’s 
mouth, the paroxysmal coughing attacks, 
and the paucity of sputum raised. From a 
radiographic standpoint, these cavities are 
even more puzzling, unless one keeps such 
acavity in mind. They vary greatly in size 
on serial films, and may even disappear en- 
tirely for variable lengths of time. 

In explanation of the peculiar behavior 
of such a cavity, Baum,’ in a very recent 


article, gives a convincing and logical solu- 
tion. We are gently chided by him for our 
neglect to consider mathematics in our deal- 
ings with diseased conditions, and are re- 
minded that “plus + plus” still gives plus, 
and that “minus + minus” still gives min- 
us. Applied to the “tennis ball” cavity, this 
means that when the stenosis of the drain- 
ing bronchus is patent sufficient only to al- 
low air to enter the cavity, there is a situa- 
tion of “plus + plus”, and the cavity be- 
comes larger and more tense. Conversely, 
when the stenosis is complete, there is the 
reverse condition, “minus + minus,” that 
is, the air in the cavity becomes less and less 
and is completely absorbed. The cavity it- 
self then disappears. 


It is needless to state, that to attempt to 
collapse such a cavity, either by pneumo- 
thorax, phrenic nerve interruption or tho- 
racoplasty, would eventuate in unsuccess- 
ful, if not dire, results. The proper treat- 
ment, obviously, is to promote better drain- 
age by dilating the constricted bronchus 
through the bronchoscope. After satisfac- 
tory drainage has been established, then 
thoracoplasty or other collapse measures 
may be applied. Should dilation of the 
bronchus prove impossible, the only course 
left would be lobectomy or pneumonectomy. 


METHODS IN COMMON USE 


Having now briefly considered some of 
the indications and contraindications for 
the use of surgery in the treatment of pul- 
monary tuberculosis, it is now in order to 
enumerate some of the more common pro- 
cedures. For sake of convenience, this type 
of surgery may be divided into those meas- 
ures which are extrapleural, and those 
which are intrapleural. 

Extrapleural procedures include the fol- 
lowing: (1) Extrapleural thoracoplasty, 
with or without the apicolysis of Semb; (2) 
extrapleural plombage, including (a) pa- 
raffin; (b) bags (rubber); (c) muscle 
flaps; (d) other materials (experimental) ; 
(3) extrapleural pneumothorax; (4) phre- 
nic nerve interruption, temporary. 

Intrapleural procedures include the fol- 
lowing: (1) Intrapleural pneumonolysis; 
(2) lobectomy; (3) pneumonectomy. 
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GENERAL COMMENT ON EXTRAPLEURAL 
METHODS 

Extrapleural thoracoplasty has been so 
uniformly used and has given such uniform- 
ly excellent results, especially in recent 
years, that it is hardly necessary to state 
this operation is the one of choice of the 
extrapleural measures. It must be borne in 
mind, however, that no one standard opera- 
tion can possibly meet all the various situa- 
tions and conditions encountered. It is for 
this reason that other extrapleural methods 
have been developed. 


In certain instances, patients may not be 
suitable surgical risks for the more drastic 
thoracoplasties, and for such individuals 
some method of plombage may be advisable. 
Often times too, thoracoplasty is supple- 
mented with plombage. This is particular- 
ly true where huge apical cavities, located 
more anteriorly, are encountered. The 
transplanting of the pectoralis major mus- 
cle has been very successfully used in nu- 
merous instances. 

Paraffin probably has been used more of- 
ten and with better results than any other 
one substance. Rubber bags and other ma- 
terials have all had trial, and recently Mat- 
son of Portland, Oregon, has been working 
with a new plastic material; results with 
it will be published shortly. 

In brief the technic of plombage is the 
establishing of an extrapleural space, by 
locating the endothoracic fascia, subperio- 
steally, and establishing a line of cleavage. 
Having created such a space it is then filled 
with paraffin or other material. It has the 
advantage that only a portion of one rib 
need be resected and consequently there is 
no deformity whatever. Out of 35 such op- 
erations, using the posterior approach, in 
which cleavage was satisfactory, Alexan- 
der* states that cavities became closed in 
85.5 per cent and tubercle bacilli disap- 
peared from the sputum in 82.2 per cent. 
Occasionally extrapleural cleavage is unsat- 
isfactory due to dense fibrous adhesions. 
At such times the procedure must be aban- 
doned, and if possible first stage thoraco- 
plasty be done. 

Extrapleural pneumothorax through the 
work of Graf® with certain modifications 
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by Schmidt* recently has come into con- 
siderable prominence. Here again, the 
technic of establishing the extrapleural 
space, subperiosteally, in the endothoracic 
fascia is very much the same as preparing 
the space for paraffin. The important dif- 
ference, however, is that the space must be 
more extensively developed. Such a space 
having been created is maintained by refill- 
ing with air. Dolley, Jones and Skillen’ of 
Los Angeles report their experience in over 
80 cases. In a large number of these cases, 
I participated in the operations and had the 
responsibility of postoperative care. There 
was no instance of unsuccessful cleavage. 

Phrenic nerve interruption has now been 
in such general usage for the past ten years 
that it needs only to be mentioned. Of im- 
portance, however, in this connection is the 
almost total abandonment of exeresis. It 
is now in the light of accumulated data 
deemed more advisable to crush the nerve, 
rather than to sever and extract it. It has 
been shown that permanent interruption at 
times actually has had an adverse effect. 
This is particularly significant in the in- 
stance of blocked or “tennis ball’ cavities. 
Should the temporary paralysis of the 
crushing prove advantageous, later, it may 
be recrushed—or if thought best—severed. 
Accessory phrenic nerves should be sought 
diligently, and the identification and sever- 
ance of them often means the success or 
failure of the operation. 


GENERAL COMMENTS ON INTRAPLEURAL 
METHODS 


Intrapleural pneumonolysis, closed tech- 
nic, comprises, to date, about 90 per cent 
of all such procedures. Open pneumonoly- 
sis has been done, and very successfully, but 
the percentage of success does not compare 
with the closed method. 

In 1913 Jacobaeus® of Stockholm devised 
this ingenious operation for the severance 
of certain adhesions encountered in artifi- 
cial pneumothorax, and which prevented by 
their presence, satisfactory closure of cavi- 
ties. His technic is used today with only 
slight modifications. It consists of the in- 
troduction, at suitable points, of two can- 
nulae into the pleural (pneumothorax) 
space. Through one a telescope for visuali- 
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zation of the adhesions is placed and the 
other carries the cautery element. Coryllos 
has devised a lens system for the telescope, 
employing the foroblique principle, which 
to some operators has a distinct advantage. 
Cutler and others have combined in one unit 
the lens system and cutting unit. By this 
means only one cannula need be introduced. 
Matson and his co-workers also have special 
instruments. 

Regardless of the type of instruments 
used, intrapleural pneumonolysis has proved 
to be the greatest and most successful op- 
eration, to date, of the intrapleural class. 

It is a far cry indeed from the old rest 
in bed, raw eggs, milk and climatic therapy 
of not so very long ago to the present sur- 
gical treatment of lobectomy and pneu- 
monectomy for pulmonary tuberculosis. 

As long ago as 1881, Block® of Danzig re- 
sected the apices of both lungs in one opera- 
tion, and upon the death of his patient, sui- 
cided without recording detailed observa- 
tions of the patient. It is reported by Wal- 
ton'® that the medico-legal inquest disclosed 
the patient did not have tuberculosis. 

Ruggi,'! Tuffier,'’* Lowson'™ and others 
did pioneer work in this field in the latter 
part of the 19th century. More recently, in 
1935, Eloesser'*t and O’Brien" each report- 
ed lobectomy for tuberculous cavities. 
Jones and Dolley’® report four cases of 
lobectomy and pneumonectomy for tuber- 
culosis without mortality. Two of these pa- 
tients are well and two are greatly im- 
proved. 

Obviously cases for lobectomy and pneu- 
monectomy must be carefully selected, but 
it is believed, that in the future, such op- 
erations will become more frequent and suc- 
cessful. The fact that these operations 
have been done is most encouraging. 


OPTIMUM TIME FOR SURGICAL INTERVENTION 


The time for surgical intervention is at 
hand when it has been demonstrated that 
other measures have failed and when the 
patient’s general condition is such as to per- 
mit major surgery. 

The above point needs all the emphasis 
possible. How often, in the experience of 
all of us, have we unduly delayed operat- 


ing, only to have the patient suffer a spread 
of infection that precluded surgery. It must 
be kept in mind too, that a patient is a bet- 
ter surgical risk if allowed out of bed daily 
for a few weeks. The complete bed-rest pa- 
tient’s general muscular and cardiac weak- 
ness is at too low an ebb to tolerate ma- 
jor surgery. 
SUMMARY 


This paper, though brief, has endeavored 
to bring out the more commonly used sur- 
gical procedures in the treatment of pulmo- 
nary tuberculosis. Any one of the methods 
advocated might well be the subject of an 
entire full length paper. Obviously surgi- 
cal technic could not be given, for that was 
not the object of the paper. The main point 
was to focus the attention of this Society on 
what can be done and to urge that patients 
be given full benefit of these procedures. 
It has also been clearly shown and reiterat- 
ed that delay in turning to surgery is dan- 
gerous. And finally it is emphasized that 
it is most important for the surgeon to have 
a thorough medical knowledge of pulmo- 
nary tuberculosis, otherwise he will be 
caught attempting procedures doomed to 
failure. Lacking this knowledge himself, 
he must work in close cooperation with a 
trained internist, who has specialized in the 
treatment of this disease. For those read- 
ers interested particularly in the technic of 
the various procedures, the appended bib- 
liography will prove helpful. 
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DISCUSSION 

Dr. Joseph E. Heard (Shreveport): I can not 
help but feel that surgery in this type of work is 
still more or less in its infancy. Surgery of the 
chest has made rapid strides in the last few years 
and is still going forward very fast. Surgical 
treatment of tuberculosis has only been used 
within the last few years and any one who has 
watched surgical measures applied to these cases, 
that were previously considered hopeless, would 
certainly be astounded with the results. Many 
surgical measures have been used and still are 
being tried but at the present very few really are 
giving satisfactory results. 

Of these, one of the simplest is phrenic inter- 
ruption. There is still some controversy among 
authorities on this subject. Personally, I think it 
is a well worthwhile procedure. I know I have 
seen splendid results with phrenic interruption, 
when properly indicated. In this type of surgery 
I feel that one can get into serious trouble with 
all of the measures used. One may think phrenic 
interruption is comparatively simple but many ac- 
cidents have happened. Arteries, nerves and many 
vital structures have been damaged. Temporary 
interruption, in other words crushing of the nerve, 
now is used in place of severing or twisting out 
the nerve. I still, however, believe this is a good 
measure in selected cases. 

Another surgical procedure is intrapleural pneu- 
monolysis, cutting adhesions in the chest. This is 
a splendid procedure in certain selected cases, but 
these patients should be carefully chosen as there 
is only a comparatively small number to which 
this measure may be applied successfully. There 
is more danger when there are many adhesions 
present. Blood vessels in adhesions must be con- 
sidered. This procedure always has dangers. The 
patient can have a fatal hemorrhage several hours 
later after the adhesions have been cut, the lung 
can be punctured and the intercostal vessels dam- 
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aged. However, it is still a splendid measure and 
has worked out very satisfactorily. 


Thoracoplasty is probably giving better results 
than other measures. Thoracoplasty does not al- 
ways, however, give the desired results. It is a 
comparatively simple matter to do a subperiosteal 
resection on the ribs but when you go back and 
see a cavity the same size, it is rather discourag- 
ing. Technic has been worked out where it is done 
in stages; one, two, or three stages as the case 
may require, not taking out more than three ribs 
at one time. The first stage consists of removing 
the three upper ribs which are removed practically 
in their entirety. The second stage, takes three 
more ribs below. From the second rib down in 
cavities deeply situated in the back, the transverse 
processes should be resected according to Alexan- 
der’s technic. To get the ribs and transverse 
processes out is not always as easy as it seems 
and requires very careful work. Thoracoplasty is 
yielding beautiful results and it is really astound- 
ing to see the improvement in patients where the 
cavity has been closed following a properly carried 
out thoracoplasty. Doubtless in the near future 
the technic will be improved and probably other 
more satisfactory measures used. I do not have 
any doubt but that in the future the results of 
this type of work will be far better than they are 
today, although at present the results of surgery 
in the treatment of pulmonary tuberculosis are 
nothing short of marvelous. 


Dr. Russ<ll H. Frost (Monroe): My brief dis- 
cussion of Dr. Gilmer’s excellent paper is con- 
tributed from the standpoint of the sanatorium 
physician who sends most of these tuberculous 
patients to the thoracic surgeon, and hence is con- 
cerned not with questions of surgical procedures 
themselves but with one or two other important 
aspects of the subject. 

At the risk of emulating Daniel in the lions’ den 
—with possibly a less fortunate outcome for my- 
self—I want to make plain my belief that thoracic 
surgery, particularly as it pertains to the collapse 
therapy of pulmonary tuberculosis, has now be- 
come a specialty within the special field of sur- 
gery, and that it should therefore be attempted 
only by the man who is not only a competent 
“general surgeon” but who has also had the benefit 
of an ample period of training and experience 
under an established thoracic surgeon on a busy 
service. To omit such special training results only 
too often, in my experience, in the injudicious se- 
lection of patients who are subjected to too much 
or too little surgery and who receive inadequate 
postoperative care—all of which, as may easily be 
imagined, contribute to disappointing end-results. 
I think this premise gains support from the un- 
doubted fact that few if any other fields of sur- 
gery have advanced so much in recent years or 
are at present in such a constantly changing, 
dynamic state of flux, when it is difficult merely 
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to keep abreast of the knowledge of the changing 
indications for, and types of, chest surgery in 
tuberculosis, let alone to master the surgical tech- 
nics themselves. 

Time permits the mention of only one late de- 
velopment which is of great interest to those of 
us charged with the preoperative preparation of 
these patients. I refer to the several recent com- 
munications suggesting the value of administering, 
preoperatively, adrenal cortical extract or the new 
synthetic hormone, desoxycorticosterone acetate, 
not only to those suffering from Addison’s disease 
but to all debilitated patients, whatever the cause. 
In many such cases this has apparently resulted 
in a greatly decreased incidence of shock and in 
a surprisingly smooth and rapid convalescence. If 
these first favorable reports can be substantiated 
this development should find wide application in 
the surgery of the aged and in the field of elective 
surgical procedures in general, particularly in the 
debilitated, bad risk patient. It should be especially 
valuable in the always debilitated, never good risk 
tuberculous candidate for major chest surgery, 
and may lower the already respectably low opera- 
tive mortality rates in these cases as well as make 
possible the surgical treatment of certain types of 
patient now denied this boon. 

Dr. C. R. Gowen (Shreveport): There is very 
little that can be added to the selection of opera- 
tion and technic as covered by Dr. Gilmer and Dr. 
Heard. As a medical man, I feel that it is the 
responsibility of the clinician to select patients and 
give preoperative and postoperative care. In no 
other line of surgery can preoperative preparation 
of the patient and postoperative care be more 
emphasized, both by the clinician and surgeon, 
because constantly there are conditions arising in 
chest surgery that require the attention of the 
surgeon, as well as the medical man, following 
operation. Very often there are disastrous results 
in early operations. In the treatment of clinical 
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tuberculosis twelve years ago, before the advent 
of surgery, 80 per cent died without collapse. Now 
this is changed, 80 per cent are in fair degree of 
health with some form of collapse. 


This is really the beginning of a new line of 
work. There is a great deal to be said and much 
to be done. This is the first time we are able to 
offer the tuberculous patient something substantial 
and something real, and that is some form of 
thoracic surgery. 


Dr. Gilmer: (In conclusion): As it has been 
brought out, it would be impossible to go into the 
various technics and follow through postoperative 
care of types of operations here. 


Dr. Heard rightfully says that surgery in the 
chest has made enormous strides, particularly in 
the last five years. Surgical thoracoplasty has 
been revolutionized almost entirely. Before, there 
was inadequate exposure, now adequate, and a 
lot more can be done. It is generally conceded 
that three ribs is the maximum number to be re- 
moved in one stage; however, the point where 
more can be resected at one stage would be in a 
patient whose pleura is very thick and very rigid 
and therefore less paradoxical respiration, than 
the patient with thin and yielding pleura. Para- 
doxical respiration is one of the chief complica- 
tions with which we have to deal. 

Dr. Frost has brought out the point of judicious 
selection of patients. The man doing this surgery 
should have a thorough knowledge of the subject 
so that he will not be tricked or misled. It is very 
important to pick the right cases. 

The postoperative complications, as brought out, 
require the attention of the internist, but pri- 
marily the man trained in thoracic surgery should 
be the leader in planning what should be done. 
Postoperative atelectasis is one serious complica- 
tion. The thoracic surgeon should be familiar with 
this. 
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PHYSICIANS AND THE CONSCRIP- 
TION ACT 


The selective service, or conscription act, 
has now been passed by both houses of 
Congress, and signed by President Roose- 
velt, to become the United States’ first 
peacetime draft bill. A proclamation has 
been issued naming October 16 as the day 
of registration for all men between the 


ages of 21 and 35, inclusive. The effect of 
this act upon the medical profession will be 
quite varied. Physicians in this age group 


will of course be required to register. 
Whether or not these men will be called to 
active training remains to be seen. In the 
selection of the men for training, physi- 
cians in all parts of the country will be 
called upon to contribute their services in 
the most important task of determining the 
physical fitness of these candidates. 


Draft boards are being organized now 
throughout each state, and each board will 
require the services of a physician. The 
getting together of the physicians who will 
volunteer their services for this patriotic 
duty is being handled by Dr. C. G. Cole, 
with the councilors of the several congres- 
sional districts acting in conjunction with 
him. In addition, there will be special 
examining boards for the final decisions 
on the physical status of candidates. It is 
certain that this task will find the medical 
profession willing and anxious to con- 
tribute as they did so willingly and effici- 
ently during the first World War. 


The American medical profession is do- 
ing its part in the plan of national pre- 
paredness. The recent questionnaire sent 
out by the Committee on Medical Prepared- 
ness of the American Medical Association 
was answered by 52 per cent of the 179,- 
796 physicians up to September 6. All of 
these questionnaires returned represented 
a wholehearted willingness on the part of 
physicians in all parts of the country to do 
their part. It is hoped that all physicians 
who have for any reason delayed in return- 
ing this questionnaire will do so as prompt- 
ly as possible. The information secured 
from this source will greatly assist the au- 
thorities in selecting physicians for the 
services for which they are most suited and 
will benefit both the military authorities 
and the physicians themselves. In another 
section of the Journal is printed a letter 
from the President of the Louisiana State 
Medical Society, acting State Chairman of 
the American Medical Association Com- 
mittee on Medical Preparedness, again urg- 
ing all members of the profession in Louisi- 
ana to respond to this questionnaire. 

The task which national preparedness 
will give to the medical profession is no 
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small one. It will mean careful, honest 
effort, sacrifice and hard work, with little 
if any remuneration, except the knowledge 
that we as a profession are again, as al- 
ways in the past, willing and anxious to do 
more than our part for the benefit of the 
nation. 


4). 


HYPERTENSION 


Most physicians are fully aware of the 
frequency of hypertension, but many fail 
to realize how serious this common dis- 
ease is, and how large its annual toll is. 
It has been estimated that 500,000 people 
die annually in the United States of cardio- 
vascular-renal disease, and that hyperten- 
sion is responsible for from one-half to 
three-fourths of these deaths. This means 
that the annual death rate for hyperten- 
sion is two to three times greater than that 
for cancer. 

It is very discouraging in the face of 
these figures that while our knowledge of 
the experimental production of hyperten- 
sion has increased greatly in the past sev- 
eral years, we are still a long way off from 
understanding the cause and mechanism of 
the disease in man. Certainly it is true too 
that the experimental work has helped the 
clinician very little. 

In a discussion of this subject, Allen and 
Adson* comment on these facts and prop- 
erly lament the scarcity of drugs which 
help this condition. They state that with 
the exception of potassium sulfocyanate the 
sedatives are the best and phenobarbital is 
probably as good as any. 

Potassium sulfocyanate has been used 
for many years. While many are enthusi- 
astic about its effects, there are many 
drawbacks to its general use. Many toxic 
symptoms may occur and it is therefore not 
without danger. Its use should be properly 
controlled by frequent determinations of 
the blood concentration of cyanates, which 
should range between 8 and 14 mg. for 
100 c. c. of blood. As these authors state, 
it is discouraging to realize that the pres- 


*Allen, Edgar V., and Adson, Alfred W.: The 
treatment of hypertension; medical versus surgi- 
cal, Ann. Int. Med., 14:288, 1940. 
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ent day medical treatment of hypertension 
is practically the same as Elliott outlined 
25 years ago and Moschcowitz suggested 
20 years ago. 

Because of this unsatisfactory status of 
the medical management of hypertension, 
sympathectomies have been performed in 
the attempt to relieve hypertension surgi- 
cally. The relationship of the sympathetic 
nervous system to the mechanism of the 
production of essential hypertension is 
still debatable both clinically and experi- 
mentally. However, it has been shown that 
extensive sympathectomy does reduce the 
blood pressure in many patients with es- 
sential hypertension. 

This study is a review of postoperative 
results in 224 cases. There were no opera- 
tive deaths. The clinical symptoms invari- 
ably disappeared with a reduction of blood 
pressure, and in a number of cases the 
patients were free from symptoms even 
though there was a gradual return of 
elevated blood pressure. They conclude 
from their experiences that the operation 
is justified in the treatment of essential 
hypertension. Individuals seen early in the 
course of the disease, before irreversible 
damage to the cardiorenal vascular tissues, 
will receive the most benefit from surgical 
treatment. This necessitates an early 
recognition of the hypertension and a very 
careful complete study to determine the 
presence or absence of organic changes 
which will determine the selection of pa- 
tients for surgical treatment. 


4). 


SULFATHIAZOLE 


Following the successful use of sulfanila- 
mide and sulfapyridine, the ever increasing 
search for efficient and less toxic chemicals 
has led to the investigation of the thiazole 
analog of sulfapyridine which is known as 
sulfathiazole. Spink and Hansen* review 
their experience with sulfathiazole in the 
treatment of 128 patients with pneumonia, 
staphylococcic sepsis, and infections of the 
urinary tract. They found that sulfathia- 





zole was no more toxic than sulfanilamide 


*Spink, Wesley W., and Hansen, Arild E.: 
Sulfathiazole, J. A. M. A., 115:840, 1940. 








216 


or sulfapyridine, the nausea and vomiting 
was not so frequent as with the other 
drugs, dermatitis was more frequent, and 
sulfathiazole appeared to have the same 
value as sulfapyridine in the treatment of 
pneumococcic pneumonia. Sulfathiazole 
was definitely more effective than sulfa- 
pyridine in the treatment of staphylococcic 
septicemia and apparently is the best drug 
for this infection. It also seemed to be 
valuable in certain infections of the urinary 
tract. 

In pneumonia the dosage in adults and 
older children consisted of an initial dose 
of from 2 to 4 gm. and then 1 gm. every 
four hours until the temperature remained 
normal for forty-eight hours. The dose was 
then reduced gradually and discontinued 
on the seventh day. The administration of 
sodium bicarbonate did not seem necessary. 
In 33 patients with lobar or atypical pneu- 
monia, there was only one death. Type 
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specific serum was used additionally in 
three of these cases. 

No improvement was obtained in two 
cases of subacute bacterial endocarditis. 
In a group of 15 patients with staphylococ- 
cic septicemia treated with sulfathiazole, 
all recovered. 

It would appear from this report that 
sulfathiazole is especially valuable in 
staphylococcic infections, especially septi- 
cemia. Its use is apparently as efficacious 
in pneumonia as sulfapyridine, and it has 
been suggested that it may be less toxic, 
more readily absorbed, and more rapidly 
excreted. It is probable, too, that sulfathia- 
zole may be more efficient in the treatment 
of urinary tract infections. 

Further experimental and clinical studies 
will be necessary to further clarify the 
indications, contraindications, and choice 
of these three most valuable recent adjuncts 
to modern therapeusis, sulfanilamide, sul- 
fapyridine, and sulfathiazole. 


, 





TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


CALENDAR 


Eye, Ear, Nose and Throat Staff, 
8 p. m. 


October 1. 


October 2. Clinico-pathologic Conference, Char- 
ity Hospital Morgue Amphitheatre, 
1:30 p. m. 

Hutchinson Memorial Clinic Staff, 8 
p. m. 

Mercy Hospital Staff, 8 p. m. 
October 3. Clinico-pathologic Conference, Touro 
Infirmary, 11:15 a. m. to 12:15 p. m. 
Orleans Parish Medical Society Board 
of Directors, 8 p. m. 
Clinico-pathologic Conference, 
Dieu, 8:15 p. m. 

Eye, Ear, Nose and Throat Society, 
8 p. m. 


~] 


October 
Hotel 
October 8. 
October 9. Clinico-pathologic Conference, Char- 
ity Hospital Morgue Amphitheatre, 
1:30 p. m. 

Touro Infirmary Staff, 8 p. m. 

New Orleans Hospital Council, City 
Hospital for Mental Diseases, 8 p. m. 
Orleans Parish Medical Society, 8 
p. m. 


Charity Hospital Medical Staff, 8 
p. m. 


October 10. 


October 14. 


October 15. 


October 16. Clinico-pathologie Conference, Char- 
ity Hospital Morgue Amphitheatre, 
1:30 p. m. 

Charity Hospital Surgical Staff, 8 
p. m. 

The Orleans Tuberculosis Hospital 
Staff, 8 p. m. 

Clinico-pathologic Conference, Touro 
Infirmary, 11:15 a. m. to 12:15 p. m. 
I. C. R. R. Hospital Staff, 12 noon. 
New Orleans Dispensary for Women 
and Children Staff, 8 p. m. 

Hotel Dieu Staff, 8 p. m. 

Baptist Hospital Staff, 8 p. m. 
Clinico-pathologic Conference, Char- 
ity Hospital Morgue Amphitheatre, 
1:30 p. m. 

French Hospital Staff, 8 p. m. 


October 17. 


October 18. 


October 21. 


October 22. 
October 23. 


October 24. Clinico-pathologic Conference, Touro 
Infirmary, 11:15 a. m. to 12:15 p. m. 
October 25. L. S. U. Faculty Club, 8 p. m. 


October 30. Clinico-pathologic Conference, Char- 
ity Hospital Morgue Amphitheatre, 
1:30 p. m. 

Clinico-pathologic Conference, Touro 


Infirmary, 11:15 a. m. to 12:15 p. m. 


October 31. 





The following physicians were elected to active 
membership in the Society: Clarence A Bishop, 
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Walter J. Crawford, Lucien C. Delery, Manuel 
Garcia, Ralph G. Greenlee, Audrey U. Heintz, 
Charles Midlo, Harry D. Morris, and Marvin C. 
Smith; to intern membership: Wilfred Finkel- 
stein, Sam Levi, and Carl H. Rabinowitz. 





The Secretary reports with regret the loss of 
Drs. M. P. H. Bowden and A. L. Levin, two of 
the Society’s active members. 

SCIENTIFIC MEETINGS WILL BE RESUMED 
IN OCTOBER 

The Scientific Essays Committee announces that 
plans have been formulates for the fall program; 
the first meeting to be held Monday, October 14. 
The meetings will include, as they have in the 
past, a biographical sketch of an individual promi- 
nent in medicine and medical education in Louisi- 
ana, interesting case reports, and appropriate un- 
related subjects or symposia. 





NEWS ITEMS 
Dr. C. L. Brown has returned from Temple Uni- 
versity where he took a postgraduate course in 
broncho-esophagoscopy and gastroscopy under the 
direction of Prof. Chevalier L. Jackson. 





Dr. Charles J. Bloom addressed the Seventh Dis- 
trict Medical Society in Jennings, June 6. His 
subject was “Spastic Colitis in Infancy and Child- 
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hood.” Dr. Bloom also presented a paper on 
“Diarrheas in Children” before the Coast County 
Medical Society in Biloxi, July 3. 





Dr. A. L. Whitmire recently presented, over 
radio, a talk on “Eye Strain.” His subject covered 
a three year observation of children of parochial 
schools. 





Drs. R. Alec Brown, W. H. Perkins and J. L. 
Wilson were speakers at a recent meeting held to 
discuss means of lowering the tuberculosis mor- 
tality rate in New Orleans. 





Dr. W. B. Clark was recently appointed head of 
the department of ophthalmology of the Tulane 
University School of Medicine. 





Dr. Edmund Connely spoke on hypnotism at a 
meeting of the Health Builders Club, August 13. 





Dr. B. G. Efron was recently elected to member- 
ship in the American Statistical Association. 





Dr. Roy W. Wright has been elected to member- 
ship in the American College of Hospital Adminis- 
trators. 


Edwin L. Zander, M. D., See. 





LOUISIANA STATE MEDICAL SOCIETY NEWS 
CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society 


Date 


Place 
East Baton Rouge Second Wednesday of every month Baton Rouge 
Morehouse Second Tuesday of every month Bastrop 
Orleans Second Monday of every month New Orleans 
Sabine 


Second District 


NATIONAL PREPAREDNESS PROGRAM 
To the Medical Profession of the State: 

We are definitely in the midst of a National 
Preparedness Program. We can no longer guess 
or predict that the Draft Bill will or will not pass 
the United States Senate or House of Representa- 
tives. The Draft Bill has already been enacted 
into law and President Roosevelt has signed the 
nation’s first peacetime draft bill and issued a 
proclamation setting October 16 as the day of 
registration when over 16,000,000 men between the 
ages of 21 and 35 inclusive will be required to 
register subject to call for training. 

Under such a program, we of the medical pro- 
fession must realize our imperative duty and the 
Part we must play in this preparedness program, 
and we should accept, and I believe will assume, 
our responsibility in that same spirit of patriotism 


First Wednesday of every month 
Third Thursday of every month 


which has always prompted our actions in the past 
and will wholeheartedly respond likewise to the 
present great emergency. 


We gave a good account of ourselves during the 
World War, over 30,000 members of our profession 
doing military duty with armed forces and a like 
number doing their part in a semi-military ca- 
pacity, assuming their responsibility and duty in 
looking after the civilian population at home. 

We cannot fall down in our duty to the present 
emergency and I urgently request you to cooperate 
in every way possible with the state and national 
draft boards and committees. 

If you have not filled out the questionnaire sent 
to you by the American Medical Association, please 
do so at once. One of the chief objects of the ques- 
tionnaire is to obtain first-hand information from 
you as to the service you are best fitted for or 
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‘most desire, which facts, will permit your assign- 
ment to the best advantage to yourself as well as 
for the good of the service. 

You must understand that this preparedness 
program is a plan in which the civilian population 
as well as the armed forces are to be cared for 
and I again appeal to you, in the name of duty and 
patriotism to fill out this questionnaire without 
delay and mail it to the American Medical Asso- 
ciation. If by any chance you have misplaced or 
lost your questionnaire, I will be glad to mail you 
another on request. 

Organization of the profession is going forward 
as rapidly as possible and we sincerely request 
your help and cooperation. 

C. GRENES COLE, M. D., 
State Chairman of the American 
Medical Association Committee 
on Medical Preparedness. 
ORGANIZATION OF STATE SOCIETY FOR 
EXAMINING DRAFTEES 

Dr. C. Grenes Cole, Chairman of the Medical 
Preparedness Program, with the assistance of the 
several Councilors of the State Society, in cooper- 
ation with Dr. J. H. Musser as the Governor’s 
representative, has arranged for practically every 
draft board to have excellent medical examiners. 
The doctors of the State who have offered their 
services for this purpose are to be congratulated 
wholeheartedly on their patriotic self-sacrifice. In 
addition to the examinations of the draftees, nine 
Medical Advisory Boards have been set up and 
organized by the same group. These Boards will 
also function as follows: Three in New Orleans, 
one in Monroe, one in Baton Rouge, one in Lafay- 
ette, one in Lake Charles and one in Alexandria. 
These Boards will have their headquarters at one 
or another of the hospitals in their respective dis- 
tricts. In New Orleans the three Boards will func- 
tion respectively at the Charity Hospital, Touro 
Infirmary and Baptist Hospital. 


POSTGRADUATE INSTRUCTION 

On Monday, October 7, the Faculty of the School 
of Medicine of Tulane University will open a week 
of intensive postgraduate instruction. Organized 
under the Department of Graduate Medicine, these 
annual clinics or courses of instruction are becom- 
ing more and more important. Physicians from 
rather distant states are becoming more frequent 
attendants. 

Practically the whole field of clinical medicine 
is covered by dry clinic, lecture and demonstration. 
Activities begin promptly at 8:00 a. m. daily and 
continue through the afternoon. 

All licensed physicians are welcome. 
charge is the registration fee of $5.00. 


SEVENTH DISTRICT MEDICAL SOCIETY 
At a meeting held on Thursday, September 12, 
in Crowley, the scientific program was as follows: 


The only 
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Dr. John H. Musser spoke on “The Contagious 
Diseases”; Dr. Lucien LeDoux gave a paper on 
“Therapy of Functional Uterine Bleeding,” and 
Dr. Randolph Unsworth spoke on “Cerebral Tuber- 
culoma.” Dr. Stanley Peterman was host at a 
barbecue supper at the Crowley Country Club. 
AMERICAN BOARD OF OBSTETRICS AND 
GYNECOLOGY 

The annual written examination and review of 
case histories (Part I) for Group B candidates 
will be held in various cities of the United States 
and Canada on Saturday, January 4, 1941, at 
2:00 p. m. 


JUNIOR MEDICAL OFFICERS SOUGHT 
FOR GOVERNMENT SERVICE 

The U. S. Civil Service Commission has an- 
nounced examinations to fill two classes of junior 
medical officer positions (rotating internship and 
psychiatric resident) at St. Elizabeth’s Hospital, 
Washington, D. C. The salary for the positions 
is $2,000 a year, less a retirement deduction of 
3% per cent and a deduction of $60 a year for 
quarters, laundry, and medical attention. 

Further information regarding the examinations 
may be obtained from the Secretary of the Board 
of U. S. Civil Service Examiners at any first- or 
second-class post office, or from the U. S. Civil 
Service Commission, Washington, D. C. 


PAY YOUR DOCTOR WEEK 
“Pay-Your-Doctor Week,” inaugurated two 
years ago by California Bank in Los Angeles on 
a purely local basis, will be observed this year 
from October 27 to November 2 in scores of cities 
throughout the country with banks in the various 

communities sponsoring the movement. 


NEWS ITEMS 

At the nineteenth annual scientific session of 
the American Congress of Physical Therapy, held 
in Cleveland, September 2-6, 1940, Dr. Nathan H. 
Polmer, president-elect, was inducted as president 
for the coming year. The subject of Dr. Polmer’s 
presidential address was “The Evolution of Physi- 
cal Therapy.” 


There is an opening for a physician in Jean- 
erette, Louisiana. Further information may be 
secured from the office of the Journal. 


CORRESPONDENCE 
British Consulate General, 
New Orleans, La., 
September 7, 1940. 
The Secretary, 
Louisiana State Medical Society. 
Dear Sir: 
I should be grateful if you could give me any 
cooperation in the following matter: 
His Majesty’s Government would welcome appli- 
cations for employment in the United Kingdom 
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Emergency Medical Service from approved doctors 
who are citizens of the United States of America, 
hold approved qualifications granted in the United 
States of America, and are licensed by the compe- 
tent authorities to practice in one or more of the 
States. 

Arrangements would be made to exercise emer- 
gency powers to register such doctors in the for- 
eign list of the United Kingdom Medical Register 
for the period within which their services are 
likely to be required. 

Those doctors claiming remuneration would re- 
ceive salaries of the appropriate Emergency Medi- 
cal Service grade, namely, £800 (surgeons of about 
10 years experience) and £550 (general duty men 
of 3 to 5 years experience) per annum respectively 
with free board and lodging. 

The intention for the present is to register the 
names of applicants, who would be called upon to 
proceed to the United Kingdom only as and when 
the need for their services had actually arisen. 
They would serve in a civilian capacity and there 
would be no question of their enrollment in the 
medical branches of the armed froces. 

I should be very grateful if you would take what 
measures appear to you to be suitable to bring the 
above proposals to the knowledge of your members. 

Yours faithfully, 
D. J. RODGERS, 
H. B. M. Consul General. 


GOVERNMENT TO NEED TEMPORARY AND 
PART-TIME CIVILIAN MEDICAL OFFICERS 


The expansion of the army creates a need for 
about 600 civilian medical officers in various 
grades for temporary and part-time service. The 
duties of full-time officers will be to act as doctors 
of medicine in active practice in hospitals, in dis- 
pensaries, and in the field. The duty of part-time 
officers will be to report for sick call at a fixed 
hour each day and to be subject to emergency call 
at all times. 

The Civil Service Commission in making this an- 
nouncement calls particular attention to the fact 
that part-time officers will be able to continue 
their regular practice. In order that this may be 
done, appointments to the part-time positions will 
be made of medical officers in the vicinity of the 
place of duty. 

Information concerning these positions may be 
obtained from the Secretary of the Board of U. 
S. Civil Service Examiners at any first- or second- 
class post office, or from the United States Civil 
Service Commission, Washington, D. C. Physicians 
are urged to apply at once. This work is of the 
greatest importance to the success of the National 
Defense Program. 


INFECTIOUS DISEASE IN LOUISIANA 


The weekly morbidity report the Bureau of, 
Epidemiology of the Louisiana State Board of 


Health for the thirty-fourth week of 1940, ending 
August 24, showed that next to syphilis, which 
headed the list with 236 cases, hookworm had the 
next largest number of cases reported. There were 
70 cases of hookworm infection listed this week 
as against no cases for the previous week and 
only eight for the same week in 1939. There was 
also a great increase in the number of reported 
cases of whooping cough, there being 57 cases 
this week in contrast to the eight reported last 
week and three reported for the same week of 
1939. There was an increase in the number of 
cases of pulmonary tuberculosis to 47, and the 34 
cases of pneumonia, 36 of cancer, 26 of gonorrhea, 
10 of poliomyelitis were all increases over the 
previous week. The number of malaria cases had 
decreased to 18 instances from 38. There were 
24 cases of typhoid fever, only one of which was 
reported from Orleans Parish. Of the total num- 
ber of 10 cases of diphtheria, six were reported 
from Orleans Parish, the largest incidence in any 
one parish. Four cases of typhus fever were re- 
ported from East Baton Rouge, Orleans, Ouachita, 
and Vermilion. Two cases of diphtheria, two cases 
of poliomyelitis, and one case of typhoid fever re- 
ported in New Orleans were imported. In the 
next weekly report, ending August 31, the inci- 
dence of hookworm disease had dropped again to 
two reported cases. As noticed in the previous 
summary, this high incidence of hookworm disease 
must be the result of some type of routine survey. 
While syphilis headed the report as usual, the 
number of cases had decreased to 150; likewise, 
there was a decrease to 33 cases of cancer, 31 of 
pneumonia, 35 of pulmonary tuberculosis, 10 of 
gonorrhea, 11 of malaria, five of diphtheria, and 
seven of poliomyelitis. There were two cases of 
undulant fever from Caddo reported for this week. 
For the week ending September 7, the reported 
cases of gonorrhea had increased to 70. There 
were 25 cases of typhoid fever reported of which 
six reported by the New Orleans City Board of 
Health were imported. Syphilis accounted for 249 
reported cases as against 148 for the same week 
of the previous year. Pneumonia had decreased 
to 21 cases, though this number showed an in- 
crease over the 12 reported cases for the same 
week of 1939. Gonorrhea led the list with 43 cases 
for the thirty-seventh week, ending September 14, 
with the exception of the usual large number of 
reported cases of syphilis, namely 179. On the 
whole, the reported cases for this week showed a 
definite decrease in all the more commonly re- 
ported diseases. There was a case of leprosy re- 
ported this week as having been imported to the 
City of New Orleans. 
HEALTH OF NEW ORLEANS 

The Bureau of the Census, U. S. Department of 
Commerce, reported 130 deaths in the City of New 
Orleans for the week ending August 17, 1940. 
This compared favorably with the three year aver- 
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age death rate of 145 for the corresponding week 
of 1937-1939. Of the total deaths, 76 were white 
and 54 negro. There were 15 deaths under one 
year of age, eight white and seven negro. In the 
following week, ending August 24, the total deaths 
had increased to 149, and the infant deaths to 17. 


The proportion’ between white and negro deaths 
remained about the same, namely 90 white and 59 
negro, and was about the same as the total deaths 
reported for the three year average. In the week 
ending August 31, the number of deaths was 
approximately the same, 148; the infant deaths 
had decreased to 12. This total number was a de- 
crease of three over the average for the three 
years ending 1939. The total number of deaths 
of 118 for the week ending September 7 showed 
a definite decrease from the previous week and 
also from the three year average for that week, 
128; likewise, the deaths under one year of age 
had decreased to six as compared to 12 for the 
previous week and 17 for the three year average. 
Of the total deaths 86 were white and 32 negro; 
in the infant deaths four were white and two 
negro. 


MARGARET PAULINE H. BOWDEN 
(1877-1940) 


On September 5, 1940, the medical profession 
was sorrowed by the loss of Dr. Margaret P. H. 
Bowden, of New Orleans. A graduate of Tulane 
University Class of 1919, Br. Bowden was one of 
the first two women to take the full four year 
course at Tulane, and one of the first two women 
interns at Charity Hospital. She was appointed 
an intern in pathology, and later served as as- 
sistant pathologist of Touro Infirmary and Charity 
Hospital, and as a member of the faculty of the 
Tulane University School of Medicine. 

She had been a member of the State Medical 
Society since her graduation in 1919. 


ABRAHAM LOUIS LEVIN 
(1880-1940) 


Dr. A. L. Levin, well-known gastroenterologist 
of New Orleans, died September 15, 1940. Pro- 
fessor of Gastroenterology at Louisiana State Uni- 
versity and Chief of the Gastroenterological Sec- 
tion at Charity Hospital, Dr. Levin was nationally 
known. In 1921 he designed the duodenal tube 
which bore his name. 

A native of Suwalki, Poland, he was graduated 
from Tulane University in 1907 and was asso- 
ciated on the staff of Touro Infirmary for many 
years. 
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WOMAN’S AUXILIARY 
Louisiana State Medical Society 

President—Mrs. Roy Carl Young, Covington. 

President-elect—Mrs. Aynaud Hébert, New Or- 
leans. 

First Vice-president—Mrs. 
Shreveport. 

Second Vice-president—Mrs. 
Houma. 

Third Vice-president—Mrs. M. H. Foster, Alex. 
andria. 

Fourth Vice-president—Mrs. C. P. Gray, Monroe, 

Treasurer—Mrs. M. C. Wiginton, Hammond. 

Recording Secretary—Mrs. P. A. Donaldson, 
Reserve. 

Corresponding Secretary—Mrs. Herbert Cannon, 
Covington. 


Joseph E. Heard, 


W. A. Ellender, 


OUACHITA PARISH 

The Woman’s Auxiliary to the Ouachita Parish 
Medical Society held its first meeting at the Lotus 
Club on September 12. The hostesses on this oc- 
casion were Mrs. C. B. Flinn, Mrs. J. W. Cummins, 
Mrs. L. L. Shlenker, and Mrs. John Bostick. 

Mrs. A. D. Tisdale, presided over the meeting 
and introduced the guest speaker, Dr. D. T. 
Milam, President of the Ouachita Parish Medical 
Society, who gave a most interesting address on 
the “Medical Care of Soldiers during War Maneu- 
vers.” Mrs. Rogers read an article on “Traditions 
of Medicine’ by Dr. Charles Heyd. 

The aims and projects of the auxiliary, namely 
Hygeia, philanthropic activities, doctors’ day, 
indigent physicians’ fund, public health education, 
anti-tuberculosis campaign, entertainment for 
Southern Tuberculosis Convention, entertainment 
for graduating class of nurses at St. Francis 
Sanitarium, were discussed. Two new members, 
Mrs. Edmond Campbell and Mrs. Glenn Gallaspy, 
were introduced to the Auxiliary. 

The officers and chairmen of standing commit- 
tees were presented, as follows: president, Mrs. 
A. D. Tisdale; president-elect, Dr. D. T. Milam; 
first vice-president, Mrs. R. W. O’Donnell; second 
vice-president, Mrs. I. J. Wolff; treasurer, Mrs. 
H. V. Collins; recording secretary, Mrs. Henson 
Coon; corresponding secretary, Mrs. Prentice 
Gray; publicity secretary, Mrs. C. B. Flinn; his- 
torian and exhibit, Mrs. John Bostick; parliamen- 
tarian, Mrs. Clifford Johnson; program chairman, 
Mrs. Armand McHenry; courtesy and visiting 
chairman, Mrs. A. L. Peters; telephone and mem- 
bership, Mrs. C. H. Hill; education and Hygeia, 
Mrs. R. W. O’Donnell; anti-tuberculosis campaign, 
Mrs. I. J. Wolff; public relations, Mrs. J. P. 
Brown; doctors’ day, Mrs. D. T. Milam; indigent 
physicians’ fund, Mrs. H. V. Collins. 

Mrs. C. B. Flinn, 

Press and Publicity Chairman. 
Respectfully submitted, 

Mrs. Jonas W. Rosenthal, 

Press and Publicity Chairman. 
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Problems of Ageing: Edited by E. V. Cowdry. 
Baltimore, Williams & Wilkins Co., 1939. Pp. 
758. Price $10.00. 

The problems of ageing continue to attract the 
attention of increasingly larger numbers of phy- 
sicians and their allies in kindred professions. 
There can be no question but that in a community 
and time like the one in which we now live, and 
in which it is readily apparent to all serious stu- 
dents that the percentage of older men and women 
is a proved reality, the profession will be obliged 
to engage in a much greater activity in the treat- 
ment and prevention of diseases peculiar to old 
age. It is then a matter of more than passing 
comment to note the appearance of this magni- 
ficent symposium on the ageing individual. The 
contributors are authorities in their chosen fields 
and a recital of the names reads like a “Who’s 
Who” in science. 

Ageing is dealt with in its biologic and medical 
aspects. Thus one notes in the contents such dis- 
cussions as ageing in plants, in insects, in verte- 
brates, and in invertebrates. A statistical study 
of longevity as well as a study of human cultural 
levels is considered. In addition one notes dis- 
cussion of ageing in the vital organs, the humors 
and the endocrines of the body. Other chapters 
deal with psychologic and chemical aspects of age- 
ing and the relationship of ageing to resistance 
of disease. Finally, ageing from the viewpoint 
of the clinician is a splendid closing to a book re- 
plete with scholarly and authoritative presenta- 
tions. 

The introduction by the philosopher John Dewey 
is excellent, especially as it reveals to the physi- 
cian the serious implications of ageing as it affects 
the social and economic structure of our present 
civilization. Each chapter concludes with a sum- 
mary and a bibliography. The viewpoint of each 
author is peculiarly his own, but so fine a work 
has Cowdry done as editor that one feels in read- 
ing the book the thread of continuity woven 
through its entire length, and appreciates the in- 
valuable contributions to the prolongation of life, 
the lessening of its handicaps and the course of 
future studies pertinent to biologic old age. This 
book must, for us, become a standard work in a 
field of medicine most emphatically asserting its 
great and growing importance in the future prac- 
tice of the physician. 

I. L. Ropsins, M. D. 





Index of Treatment: Edited by Sir Robert 
Hutchison, Bt., M. D., LL. D., P. R. C. P., Balti- 
more, Williams & Wilkins Co., 1940. Pp. 996. 
Price $12.00. 

Any volume which has passed through twelve 
fully revised editions between 1907 and 1940, must 
have filled a much needed place in the literary 
armamentarium of large groups of doctors. 


The preface to the first edition indicated 
clearly in one sentence the object of the volume: 
“The present work is intended to provide 
the practitioner with a complete guide to 
Treatment in moderate compass, and in a 
form convenient for reference.” 


The modest desire on the part of the authors to 
encompass within the covers of a single volume, 
an encyclopedia of all branches of medicine is a 
rather pretentious effort. Encyclopedias and 
compends serve a useful purpose for those who 
either have not the time, or the inclination, to 
provide themselves at first hand, with modern, 
current, scientific, progressive methods. Such a 
volume as the “Index of Treatment” is bound to 
serve a useful purpose to the above group. It 
is manifestly impossible for any one or any group 
of editors to encompass the entire field of medi- 
cine adequately within the limitations of a single 
volume. 

Probably the most valuable chapter from the 
standpoint of the type of reader who will utilize 
such a volume and make it a guide for his treat- 
ment, is the introductory chapter, written by Sir 
Robert Hutchison. The advice contained in this 
introductory chapter might well be published as 
a separate essay, and this used as a guide inde- 
pendently of everything else in the volume: 

“Let the plan be as simple as possible, for 
like most good things in life, successful treat- 
ment is usually simple. All elaborate and 
minutely detailed schemes are to be shunned; 
they generally partake of the nature of the 
cure which is worse than the disease. In a 
word, beware of fussiness.” 

“Faddiness must be eschewed at all costs.” 
In the last paragraph of the introduction Sir 

Robert Hutchison, gives one admonition which 
would be wise for all to follow: 

“It is well to remember always the limita- 
tions of treatment—not merely that some 
diseases are, of their very nature, insus- 
ceptible of cure, and can only be alleviated 
symptomatically; but there is in the course 
of every mortal illness a stage beyond which 
further curative treatment is not only useless 
but cruel.” 

One will find that many a chapter within this 
encyclopedic voiume would prove valuable for 
ready reference. For those who must have an 
immediate short, concise, and authoritative volume 
of this kind, I believe the “Index of Treatment,” 
will serve a useful purpose. 


IsIDORE Conn, M. D. 


Chemistry of the Brain: By Irvine H. Page, A. B. 
(Chem.), M. D. Springfield, Ill., Charles C. 
Thomas, 1937. Pp. 444. Price $7.50. 

This book is a compendium of virtually all of 
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the pertinent data which may have a bearing 
upon the chemistry of brain and central nervous 
system tissue. Certainly it is the most detailed 
and informative work on this subject to be found 
in the literature. 

Approximately one third of the book concerns 
itself with the various phases of lipid chemistry 
and metabolism, especially in so far as these in- 
volve nerve tissue. There are several compre- 
hensive sections on carbohydrates and nitrogen 
metabolism and several other phases of nerve 
tissue physiology. 

Dr. J. A. Quastel has contributed a chapter on 
oxidation reduction mechanisms which is one of 
the highlights of the book. 

It is suggested that the book will find most 
favor with those interested in nerve cell physi- 
ology, and to a lesser extent with those dealing 
with the clinical manifestations of nerve tissue 
disorders. Encyclopedic in its scope, the book 
requires fairly adequate technical training to be 
comprehensible to the reader. 

SAMUEL B. NADLER, M. D. 


Artificial Pneumothorax: Contributions by Sar- 
anac Lake Physicians to the Studies of the 
Trudeau Foundation: Editorial Committee: 
Edward N. Packard, M. D., John N. Hayes, 
M. D., Sidney F. Blanchet, M. D. Philadelphia, 
Lea and Febiger, 1940. Pp. 300. Price $4.00. 
Since the publication of Clive Riviere’s work 

on artificial pneumothorax in 1927 there has 
been no new English or American manual on 
pneumothorax therapy. In that interval the use 
of this method of treatment for pulmonary tuber- 
culosis has increased tremendously. Therefore a 
definite need is now filled by this book on the 
practical application of artificial pneumothorax 
by the physicians of Saranac Lake. It is a con- 
cise and practical guide to the proper use of this 
form of therapy in pulmonary tuberculosis. The 
chapters on the physiology of pneumothorax, 
selection of cases, application, technic of the oper- 
ation, conduct of treatment, and duration and 
termination of treatment are especially valuable 
in this respect. The chapters on accidents during 
the operation and on pleural complications should 
be carefully studied by the physician before under- 
taking or advising pneumothorax treatment cas- 
ually. The chapter on results gives a broad, un- 
biased summary of the experience with artificial 
pneumothorax in Saranac Lake over a period of 
many years. It indicates fairly and conservatively 
what may be expected from this form of treat- 
ment when properly applied. 

Dr. Packard and his associates are to be con- 
gratulated upon furnishing the medical profession 
with this excellent and useful book. It is highly 
recommended as an addition to the working library 
of every physician who is either doing or con- 
templating artificial pneumothorax therapy. 

J. L. Witson, M. D. 


Book Reviews 


In Memoria del Prof. Fabio Rivalta: La “Reazioni 
di Rivalta Scritti Medici in Suo Onore”: By 
Societa Medico Chirurgica di Romagna. Faenza, 
Fratelli Lega, 1939. Pp. 398. 

As the title indicates this volume is dedicated, 
by the “Societa Medico Chirurgica di Romagna” 
to the memory of Professor Fabio Rivalta, whose 
test, known as the “Reaction of Rivalta,” is well 
known throughout the medical world. 

Contributing to this volume are many outstand- 
ing medical men, namely: Internists, obstet- 
ricians, surgeons, and others, who have had ex- 
perience in the use of the Rivalta test. Many 
of the men who contributed to this fine little vol- 
ume were colleagues and former students of 
Professor Rivalta. 

The studies of each contributor in his use of 
the Rivalta test have been reported in individual 
papers, making up the entire volume, from the 
point of view of many fields in medicine and surg- 
ery. The reader who is interested in this reaction, 
is referred to each individual article which ex- 
plains the use of this test in the particular field 
of medicine in which he is interested. A discus- 
sion of the use of this test in each particular 
field of medicine would be entirely too lengthy for 
this review. The laboratory diagnostician, as 
well as the internist, will find in this volume an 
interesting amount of valuable information. 

FRANK L. Lorta, M. D. 


Introduction to Dermatology: By Norman Walker, 
Kt., M. D., LL. D., F. RB. C. P., and G. H. Hig 
cival, M. D., Ph. D., F. R. C. P. Baltimore, The 
Williams and Wilkins Co., 1939. Pp. 391. Price — 
$7.00. 

A book of this size does not profess to be a 
standard text in dermatology, but covers the main 
diseases and material placed before students during 
their undergraduate work. 

The arrangement of the material is excellent, 
as are the illustrations. The methods of treatment 
are not those generally followed in this country. 
The section on syphilis is very poor and detracts © 
from the value of the book. There is no mention © 
of sarcoidosis in the book, a subject which should 
have been included. The section on pellagra is not > 
up to date, no mention having been made of vita- 
min deficiency. The book could be usefully read 
however, by one wishing to acquaint himself with 
the general principles of dermatology. 

BARRETT KENNEDY, M. D. 
PUBLICATIONS RECEIVED 

J. B. Lippincott Company, Philadelphia: Mam) 
agement of the Cardiac Patient, by William @ 
Leaman, Jr., M. D., F. A. C. P. ow 
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W. B. Saunders Company, Philadelphia: 
cal Diagnosis, by Ralph H. Major, M. D. A Text 
book of Medicine, edited by Russell L. Cecil, A. Ba” 
M. D., Se. D.; Associate Editor for Diseases of the 
Nervous System, Foster Kennedy, M. D., F. R. S.B 





ioni 
By 
1Za, 


ted, 
” 


na 
ose 





